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ABSTRACT
Exploring Social Identity Threat and Safety Cues for Lesbian, Gay, Bisexual, Pansexual, and
Queer Cisgender Women in OB/GYN Care
by
Rachel A. Fikslin
Advisor: Sarit A. Golub
Lesbian, gay, bisexual, pansexual and queer (LGBPQ) cisgender women (CW)
experience a number of health inequities compared to heterosexual cisgender women related to
sexual and reproductive health. Heterosexist health care cultures may signal social identity threat
for LGBPQ-CW that may undermine their health care engagement and outcomes. In three online
studies, I examined the effects of two heterosexist cultures (i.e., gender essentialism and
pronatalism) as well as two potentially identity-safe alternatives (i.e., gender diversity and
reproductive/sexual autonomy) on the identity threat and health care engagement experiences of
LGBPQ-CW in OB/GYN care.
In Study 1 (n = 213), I used a within-subjects experimental design to pilot test fictional
health clinic materials in the form of digital intake forms and posters. Two-hundred and thirteen
LGBPQ-CW participants viewed either stimuli with gender-focused or reproduction-focused
cues, rated each stimulus on the four constructs of interest (i.e., pronatalism, reproductive/sexual
autonomy, gender essentialism, and gender diversity), and indicated their general attitude toward
the stimuli. There were two main aims of Study 1. First, I used the results to identify which
stimuli contained cues that best represented the four constructs of interest-- pronatalism,
reproductive/sexual autonomy, gender essentialism, and gender diversity-- for use in Studies 2
and 3. Second, I assessed the relationships between cue type and general attitude ratings as a
preliminarily test of the hypothesized patterns. Consistent with hypotheses, participants who saw
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stimuli with gender-focused cues had more positive attitudes toward both intake forms and
posters with gender diversity cues than those with gender essentialism cues. Participants who
saw stimuli with reproduction-focused cues had more positive attitudes towards intake forms
with reproductive/sexual autonomy cues compared to intake forms with pronatalism cues, but
there were not significant differences between posters with reproductive/sexual autonomy cues
and those with pronatalism cues.
In Studies 2 and 3, I used a between-subjects experimental design to examine how health
clinic materials representing the different constructs of interest affected health care engagement
intentions at a hypothetical clinic through the mediators of anxiety, trust, and belonging. In Study
2 (n = 265 LGBPQ-CW), gender cue condition (gender essentialism vs gender diversity)
predicted trust and belonging, which in turn predicted health care engagement intentions. This
indirect effect was moderated by identity centrality, such that condition was a stronger predictor
of outcomes for those with higher sexual identity centrality. In Study 3 (n = 264 LGBPQ-CW),
reproduction cue condition (pronatalism vs reproductive/sexual autonomy) predicted trust and
belonging, which in turn predicted health care engagement intentions. This indirect effect was
moderated by parenthood attitudes such that condition was a stronger predictor of outcome for
those with negative attitudes towards parenthood. Exploratory sociodemographic patterns are
discussed.
The present work enhances our understanding of how heterosexist ideologies perceptible
in OB/GYN care environments, namely gender essentialism and pronatalism, undermine
LGBPQ-CW health care engagement in sexual and reproductive health care. Gender diversity
and reproductive/sexual autonomy may be useful frameworks for creating identity-safe
alternatives to heterosexist cultures to promote LGBPQ-CW well-being in health care settings.
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Chapter 1. Introduction
Lesbian, gay, bisexual, pansexual, and queer (LGBPQ) cisgender women (CW)
experience a number of health inequities relative to heterosexual women with regard to mental
health (Bostwick et al., 2014), physical health (Meads et al., 2018; Simoni et al., 2017) and
health care engagement (Kerker et al., 2006). Many of these health inequities are related to
preventative sexual and reproductive health care (Stoffel et al., 2017), including lower rates of
Pap tests (Marrazzo et al., 2001; Matthews et al., 2004; Pharr et al., 2019), lower rates of human
papillomavirus (HPV) vaccine utilization (Agénor et al., 2015), and lower rates of mammograms
(Bazzi et al., 2015; Buchmueller & Carpenter, 2010). Among LGBPQ-CW who have sex with
cisgender men, there are higher rates of unintended pregnancy and lower rates of higheffectiveness birth control methods than among heterosexual women (Charlton et al., 2020;
Higgins et al., 2019; Reynolds et al., 2021). Recent research demonstrates worse pregnancyrelated health among LGBPQ-CW relative to heterosexual women (Everett et al., 2019;
Gonzales et al., 2019). Additionally, there are inequities in health care engagement and providerpatient communication for LGBPQ-CW. For example, in a large sample of women, lesbians
were less likely than heterosexual women to report ever discussing their sexual and reproductive
health with a provider (Tabaac et al., 2021). Further, lesbians are less likely to use hormonal
contraceptives (Charlton et al., 2021) and less likely to be encouraged by providers to receive
HPV vaccines and pap tests (Solazzo et al., 2019), which may influence overall sexual and
reproductive health care engagement.
Discrimination and Health Inequities
There are many potential reasons for these inequities, including the role of minority
stress. Minority stress theory posits that the experience of prejudice and discrimination
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contributes to illness through cognitive-affective changes among minoritized individuals, such as
increased anxiety, with related stress reactivity and increased anticipation of stigma (Meyer,
2003). This theoretical perspective has been used as a framework for understanding the health of
LGBPQ-CW (Lewis et al., 2012), and there is evidence that discrimination is negatively related
to health for this population (e.g., Lee et al., 2016). One form of discrimination that may be
especially detrimental for health and well-being is discrimination in health care settings.
LGBPQ-CW experience discrimination by health care providers, who may hold implicit bias
against LGBPQ individuals (Sabin et al., 2015) even when they do not hold explicit prejudices.
Experiences of discrimination in health care can contribute to discomfort with identity disclosure
in health care (Ruben et al., 2019) and lower health care engagement intentions. For example, in
one quantitative examination, experiences of medical heterosexism were associated with reduced
provider trust and lower quality provider-patient communication, which in turn predicted
cervical cancer screening intentions (Tabaac et al., 2019). Additionally, LGBPQ-CW are more
likely to delay needed care for several structural and interpersonal discrimination-related reasons,
such as concerns about treatment cost and insurance coverage and more frequent negative past
healthcare experiences (Tabaac et al., 2020).
Social Identity Threat and Health
While actual experiences of discrimination, often referred to as enacted stigma (Quinn &
Chaudoir, 2009), have consequences for health care engagement and outcomes, anticipating
experiences of discrimination in the form of social identity threat can also negatively affect wellbeing. Social identity threat is defined as a “situationally triggered concern that one is at risk of
being devalued, discriminated against or negatively stereotyped because of some self-relevant
characteristic” (Major & Schmader, 2018, p. 86; Steele et al., 2002). Individuals can experience
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social identity threat from knowledge of negative sociocultural biases against a group to which
they belong (Steele et al., 2002). Social identity threat can also be triggered by environmental or
situational cues that make these biases salient. Thus, the culture of an environment, perceivable
through visible and auditory stimuli, can impact one’s experience of social identity threat in that
environment (Geronimus et al., 2016).
Social environments that signal social identity threat can contribute to poorer health
through affective, cognitive, and behavioral pathways (Meyer, 2003). Social identity threat
activates the physiological stress response and may contribute to prolonged activation over time.
According to the information processing model of anxiety, the detection of a threat is followed
by the primary activation of the physiological stress response and accompanying sensation of
anxiety. This prolonged stress response can directly affect health outcomes (Mendes &
Muscatell, 2018). The secondary activation, which consists of conscious, reflective modes of
thinking, follows (Beck & Clark, 1997). Thus, in addition to anxiety, social identity threats affect
individuals’ conscious experience of a given environment. Several factors that researchers have
examined in relation to social identity threat are: expectations of experiencing bias, trust and
comfort, and sense of belonging. Individuals who have high expectations of bias, low levels of
trust, and low sense of belonging in environments may be less likely to participate in these
environments (Purdie-Vaughns et al., 2008). Thus, examining how health care environments
increase or decrease affective and cognitive signifiers of social identity threat is important for
understanding contributors to health care engagement.
Because of the important implications of social identity threat for health and well-being,
researchers have examined factors that influence feelings of identity safety and threat, called
identity safety cues or identity threat cues. Identity safety cues can include identity-related
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images in the physical environment (e.g., gay pride flags, Black Lives Matter signs), messaging
about a particular setting (e.g., organizational diversity statements; Purdie-Vaughns et al., 2008),
and any other stimuli that send messages about the culture or values of an organization.
Research on social identity threat cues in institutions has largely focused on workplaces and
educational environments, but has also been applied to experiences in health care.
Existing Experimental Research on Identity Threat and Safety
Experimental research examining identity threat and safety in health care settings is
limited. Most existing studies in this area have focused on the affective and cognitive effects of
identity safety and threat cues related to racial identity among Black and Latinx individuals.
Cipollina and Sanchez (2020) examined two commonly studied identity safety cues, one’s group
representation and organization diversity statements, in relation to Black and Latinx participants’
anticipated experiences in health care. Black and Latinx individuals were exposed either to a
provider with racially diverse patient population or a provider with all White patients.
Participants reported anticipating greater comfort, better treatment quality, and more positive
provider qualities (e.g., higher cultural competence) when exposed to a provider with diverse
clientele. This research demonstrates that identity safety cues can indeed influence patients’
anticipated trust and expectations of bias in health care settings.
In addition to these cognitive factors, researchers have experimentally examined the
effects of identity threat cues on the affective experience of anxiety in health care settings.
Abdou and Fingerhut (2014) demonstrated the role of race-based stereotype threat on Black
women’s anxiety when anticipating a virtual health care encounter. In this study, the threat was
the awareness of negative stereotypes about Black women made salient via posters in a virtual
waiting room. The posters displayed messages and images about young Black women
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experiencing unplanned pregnancy and images and messages about a Black HIV+ mother
transmitting HIV to her child. These images and messages are consistent with stereotypes of
Black women’s reproduction and sexuality (Rosenthal & Lobel, 2016). Consistent with
predictions, Black women with strong identification with their racial identity who were made
aware of negative stereotypes about their group reported higher anxiety while waiting for the
virtual health care encounter compared to White women, Black women who were not made
aware of negative stereotypes, and Black women who did not identify strongly with their racial
identity. Abdou and Fingerhut (2014) demonstrate the possibility of studying environmental cues
in health care settings using experimental, online paradigms. Their study also demonstrates the
important role of identity centrality in the emotional experience of threat.
To my knowledge, only one experimental study to date has examined the role of identity
threat and safety cues for sexual minority individuals in a health care context. Cipollina and
Sanchez (2021) conducted an experimental study with a sample of 188 sexual minority
participants examining the effects of provider diversity statements and sexual minority
representation cues on perceptions of provider cultural competence and bias. Further, they
examined how these perceptions contributed to participant sexual identity disclosure intentions
and anticipated comfort in care. They found that minority representation contributed to more
positive provider perceptions, which in turn predicted greater disclosure comfort, and lower
anticipated stigma (Cipollina & Sanchez, 2021). The provider diversity statements had less clear
effects. Overall, this work demonstrates the relevance of identity safety and threat cues for
patients’ health care provider perceptions and intended health care behavior. Because sexual
minority individuals are a heterogeneous group with different health care experiences and need,
additional work on specific types of care, such as OB/GYN care, may contribute to our
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understanding of identity safety and threat cues for sexual minority populations. In addition to
clinic and provider level factors, there may be individual-level factors, such as identity centrality,
that affect identity threat experiences for sexual minority individuals in care.
Identity Centrality
Identity centrality is the level of importance individuals attribute to a certain identity they
hold, representing the extent to which that identity is central to one’s sense of self. Identity
centrality has been conceptualized and measured in regards to social identities such as racial
identity, gender identity, sexual identity, as well as role-based identities such as “scientist”
(Settles, 2004). Identity centrality can moderate the relationship between negative events (e.g.,
identity threats, discrimination) and psychological well-being (Settles, 2004; Szymanski &
Lewis, 2016). There is conflicting research on the way that identity centrality affects well-being,
with some researchers finding that identity centrality buffers against the psychological
consequences of negative identity-related events (e.g., Branscombe et al., 1999) and others
finding that identity centrality makes individuals more vulnerable to the consequences of
negative identity-related events (e.g., Abdou & Fingerhut, 2014). Research focused on
concealable identities, including sexual orientation, has demonstrated a positive relationship
between identity centrality and anticipated stigma, suggesting that the identity centrality of
concealable identities may be associated with more distress (Quinn & Chaudoir, 2009).
Identity centrality has been previously examined among LGBPQ-CW, with particular
emphasis on differences between LGBPQ-CW subgroups, such as lesbians and bisexuals.
Bisexuals tend to have less identity centrality than lesbian individuals (Calhoun, 2018; Dyar et
al., 2015). Lower identity centrality among bisexuals contributed to lower sexual identity
disclosure (Dyar et al., 2015), which has implications for health care experiences because
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disclosure to providers may facilitate higher quality care or potentially facilitate opportunities for
explicit discrimination. Research comparing LGBPQ-CW identifying as bisexual with those
identifying as queer found that queer-identified women had higher sexual identity centrality than
bisexual-identified women (Mereish et al., 2017). Queer-identified women in this study were
also more highly educated, so it is unclear whether or not these differences are driven by
education, which may influence language chosen for self-identification and facilitate identity
affirmation, which was higher among queer women in the sample.
Thus, identity centrality varies among LGBPQ-CW and has been associated with both
positive psychological factors (e.g., identity affirmation) and negative psychological experiences
(e.g., anticipated stigma). Further research examining how identity centrality may buffer against
identity threats or exacerbate the negative consequences of identity threats for LGBPQ-CW is
needed. Attention should be paid to the specific identities of LGBPQ-CW, such as lesbian,
bisexual, pansexual, and queer-identified women. Especially considering the role of anticipated
stigma in health care engagement, it is important to examine identity centrality in health care
settings to determine whether this psychological construct may exacerbate or alleviate the
negative consequences of heterosexist environments.
As discussed above, there is a strong rationale for examining the effects of social identity
threat cues in health care settings. Limited empirical work, however, has examined the identity
safety and social identity threat cues that impact LGBTQ individuals in health care and
researchers have called for increased research utilizing this perspective (Fingerhut & Abdou,
2017). Because many of the health inequities LGBPQ-CW experience are sexual and
reproductive health-related, it is important to identify cues of social identity threat and safety in
OB/GYN care. Covert heterosexist ideologies that are perceptible in health care environments
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may contribute to experiences of identity threat for LGBPQ-CW that undermine health care
engagement, screening behaviors, and health outcomes. In particular, heterosexist ideologies
related to gender and reproduction may have consequences for LGBPQ-CW seeking OB/GYN
care. The two ideologies that will be explored in the current project are pronatalism and gender
essentialism. In the face of heterosexist ideologies that may signal identity threat, it is crucial to
envision and examine alternative cultures that may promote identity safety. In the present
project, I examine norms of reproductive/sexual autonomy and gender diversity as cultural
ideologies that may promote identity safety.
In Chapter 2, I describe pronatalism, reproductive/sexual autonomy, gender essentialism,
and gender diversity as cultural ideologies that may affect LGBPQ-CW in OB/GYN care by
contributing to identity threat in either exacerbating or mitigating ways. In Chapters 3 and 4, I
describe the methods and results of a preliminary pilot study (Study 1) in which I pre-tested the
materials for Studies 2 and 3 and tested preliminary hypotheses in line with the guiding
theoretical model. In Chapter 5, I outline the methods or Studies 2 and 3. In Chapters 6 and 7, I
present the results of Studies 2 and 3, respectively. In Chapter 8, I review the findings and
discuss the strengths, limitations, and theoretical and practical implications of this research.
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Chapter 2. Literature Review
Covert Heterosexist Ideologies in U.S. Culture and Health Care Settings
As discussed previously, understanding environmental cues of threat and safety is crucial
for developing health care environments where marginalized individuals feel safe. For LGBPWCW in OB/GYN care, different covert heterosexist ideologies related to gender and reproduction,
such as pronatalism and gender essentialism, may contribute to identity threat and reduce health
care engagement. Further, inclusive alternatives such as reproductive/sexual autonomy and
gender diversity may promote identity safety.
Pronatalism
Pronatalism is the belief system that exalts parenthood, encourages reproduction, and
supports the notion that a woman’s value is rooted in her ability to conceive and bear children
(Parry, 2005; Ulrich & Weatherall, 2000). Although this belief system has taken many forms
across history, the essence is the same – a woman’s worth in society is dependent to some degree
on her reproductive “success.” Pronatalism is a core component of the cultural belief system of
the United States, as evidenced by women’s disproportionate time spent on domestic work and
parenting (Sullivan, 2018), U.S. politicians’ emphasis on “family values” (Williams, 2018), a
focus on reproduction in women’s health care (Moos, 2010), and cultural messages that equate
womanhood with reproductive capabilities (Loftus & Andriot, 2012).
Pronatalism is a prescriptive norm, or one that governs how people in a given society or
culture should behave (Fikslin, 2021; Thibaut & Kelley, 2017). Thus, prescriptive pronatalist
norms are the expectations in our culture that people should become parents. A substantial
portion of Americans explicitly endorse prescriptive pronatalist norms. In an investigation of the
prevalence of prescriptive pronatalist norms in the late 1980s-early 1990s, Koropeckyj-Cox and

10
Pendell (2007) found that approximately two fifths of adults expressed approval of prescriptive
norms that favor parenthood, two fifths of adults had neutral attitudes, and one fifth disagreed
with those prescriptions. These data suggest that while there is some variability in the
endorsement of prescriptive pronatalist norms, many people have internalized the expectation of
parenthood.
Prescriptive pronatalist norms are a fundamental part of our understanding of gender and
are disproportionately applied to cisgender women. Until recently, however, family norms and
norms of reproduction were not applied to queer individuals, as evinced by differential treatment
under the law. The many institutional barriers to parenting and family reflect an antinatalist
expectation for queer individuals, such that they do not and should not reproduce. Because
marriage and expectations of childbearing are inextricably linked, the refusal to allow same-sex
marriage also had consequences for queer individuals’ ability to parent. It was not until 2015 that
the U.S. Supreme Court legalized same-sex marriage in all 50 states (Liptak, 2015). Even since
the legalization of marriage equality, queer individuals experience barriers to parenting,
including discrimination by adoption agencies (Farr & Goldberg, 2018).
The norm system of pronatalism is a pervasive heterosexist ideology that relies on
assumptions of heteronormativity, predicated on the gender binary. Because of these norms,
LGBPQ-CW people often lack competent reproductive health care. A previous qualitative
investigation of the reproductive and sexual health care experiences of LGBTQ individuals
assigned female at birth found that the focus on sexual activity and reproduction in OB/GYN
care increased vulnerability to gender-based and heterosexist discrimination (Wingo et al., 2018).
OB/GYN care is a setting in which pronatalist norms may be particularly salient because
OB/GYN providers often focus on pregnancy and childbirth. However, OB/GYN care is often
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the place that women access sexual and reproductive health care more generally, including
preventative screenings. As LGBPQ-CW have diverse attitudes about parenthood and childbirth
(Kazyak et al., 2016), it is important to understand how pronatalist norms in OB/GYN
environments may contribute to LGBPQ-CW health care utilization and preventative screening,
especially considering existing inequities.
Promoting Reproductive and Sexual Autonomy as Patient-Centered Care
It is crucial to move beyond merely identifying sources of identity threat and toward
examining positive alternatives that promote well-being. Whereas pronatalism may signal
identity threat for LGBPQ-CW, alternative value systems, such as reproductive and sexual
autonomy, may signal identity safety. Reproductive and sexual autonomy is one’s ability to
make their own decisions about their reproductive health. This includes the ability to make
autonomous decisions about whether or not to become pregnant, whether or not to continue a
pregnancy, whether or not to use contraceptives, and other decisions regarding reproductive
health (Upadhyay et al., 2014). Similarly, sexual autonomy is one’s ability to make individual
decisions about sexual behavior and feel a sense of control over sexual well-being, free from
coercion (Sanchez et al., 2006). Ultimately, prioritizing patient autonomy and self-determination
is at the center of providing patient-centered care, with reproductive and sexual autonomy at the
center of patient centered reproductive and sexual health care (Zielinski, 2013).
While reproductive and sexual autonomy at its core is about individuals’ right to make
their own health decisions and have bodily autonomy, this construct has been used in ways that
may prioritize researcher and/or provider goals over patient self-determination. For example,
family planning scholars may overemphasize the role of contraceptives when focusing on the
ultimate goal of limiting unplanned pregnancy (Potter et al., 2019), rather than emphasizing
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broadening access to a full range of reproductive health services and centering patients’
decisions (Dehlendorf et al., 2018). Assumptions that frame unplanned pregnancy as the main
problem to be solved contribute to the marginalization of Black and Latinx women. For example,
due to negative stereotypes about Black and Latinx single motherhood, providers engage in
coercion by disproportionately recommending long-acting forms of birth control to Black and
Latinx women (Dehlendorf et al., 2010).
Further, reproductive and sexual autonomy perspectives often rely on heterosexist
assumptions. Reproductive and sexual autonomy researchers often focus heavily on choices
regarding pregnancy prevention and pregnancy, often assuming that individuals are engaging in
sex that conveys pregnancy risk. This norm of the coital imperative, or the assumption that all
sex is penile-vaginal intercourse, is a heterosexist norm that erases the sexual experiences of
many queer individuals (McPhillips et al., 2001). Additionally, hormonal contraceptives are
regularly prescribed for a number of reproductive (Jones, 2011), including treating health
conditions such as endometriosis and polycystic ovarian syndrome (PCOS) (Sanchez, 2020;
Schrager et al., 2020). A sexual autonomy perspective often maintains heteronormative
perspectives such that the goal of sexual autonomy is to prevent women from experiencing
sexual coercion from male partners, often in order to ensure condom use and prevent STI
transmission (e.g., Sanchez et al., 2006). Reproductive and sexual autonomy perspectives must
consider that individuals make hormonal contraceptive decisions for reasons other than
pregnancy prevention, and that all people can make autonomous sexual decisions, regardless of
the gender of their partners.
At its best, reproductive and sexual autonomy extend beyond pregnancy and STI
prevention and emphasize the centering of patient choices with all their reproductive and sexual
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health and well-being decisions. In the present study, I use the abbreviation reproductive/sexual
autonomy to refer to the value of centering patients’ experiences, needs, and desires when
making reproductive and sexual health choices, including, but not limited to, decisions about
pregnancy and parenthood.
Reproductive justice perspectives allow us to advocate for reproductive/sexual autonomy
in a way that takes into account systems of power and privilege that perpetuate exclusionary
assumptions about sex and reproduction. In 1994, the women of color of the Combahee River
Collective coined the term “reproductive justice” and since then, the reproductive justice
framework has served as a foundation for fighting oppression in a comprehensive and
intersectional way that includes the self-determination of LGBTQ individuals (Ross, 2017).
Reproductive justice is an organizing framework for advocating economic, social, and political
justice, as these are inherently a part of one’s ability to make free choices about parenting and
reproduction (ACRJ, 2005).
The present project is limited in scope because it is most relevant for existing health care
settings and patients who already have healthcare access. I decided to use the frame of
reproductive/sexual autonomy because this value system is something that providers and clinics
could adopt and implement with urgency, despite healthcare access limitations embedded in our
current unjust healthcare system. At its core, however, the goal of developing health care
environments that facilitate patient well-being as opposed to perpetuating marginalization, is
consistent with the goals of reproductive justice.
Gender Essentialism
Another ideology that is pervasive in healthcare settings and underlies pronatalist norms
is gender essentialism. Gender essentialism is the cissexist assumption that gender is dependent
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on biological sex (i.e., those assigned male at birth are men), that there are two genders (i.e., men
and women), and that men and women innately have different skills, interests, and abilities
because of their gender (Moskos, 2020). In U.S. culture, it is common for individuals to make
assumptions about what it means to be a woman and what it means to be a man based on
stereotypical ideas of femininity and masculinity.
Compared to cisgender, heterosexual individuals, many LGBTQ individuals have a
different relationship to gender that is in direct contrast to gender essentialist norms (Levitt,
2019). LGBPQ-CW often challenge gender essentialist norms by having gender identities (e.g.,
butch, femme) and expressions that reject feminine norms or subvert the normative positioning
of traditional femininity as the opposite of traditional masculinity. The gender identities and
expression of LGBPQ-CW have implications for health care, particularly among those with
butch identity and masculine gender presentation. In an examination of 516 butch and femme
identified lesbian and bisexual women, butch women had routine gynecological exams
significantly less frequently, reported poorer treatment while receiving health care, and had more
trouble finding affirming providers (Hiestand et al., 2007). This study demonstrates the role of
butch identity, often accompanied by traditionally masculine gender presentation, as an
important aspect of LGBPQ-CW experiences in care and health engagement inequities. Many
OB/GYN health clinics are called “women’s health” centers, often accompanied by
stereotypically feminine imagery (e.g., floral designs, the color pink). Cues that promote
essentialist notions of womanhood may contribute to experiences of identity threat for LGBPQCW women with masculine gender presentation in OB/GYN care.
Gender Diversity
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Whereas gender essentialism is rooted in an endorsement of a gender binary with sextyped roles and stereotypes, gender diversity reflects an understanding of the multitude of
existing identities and expressions. According to the American Psychological Association
(APA), gender identity is defined as, “A person’s deeply-felt, inherent sense of being a boy, a
man, or a male; a girl, a woman, or a female; or an alternative gender (e.g., genderqueer, gender
nonconforming, gender neutral) that may or may not correspond to a person’s sex assigned at
birth or to a person’s primary or secondary sex characteristics” (APA, 2015). An understanding
of gender diversity involves knowledge of the range of gender identities, an understanding that
one’s gender identity cannot be assumed based on the physical characteristics of a person (APA,
2015), and an understanding that there are a variety of gender presentations. It is important to
acknowledge the different uses of the phrase “gender diversity.” As the healthcare system is
largely dominated by cisgender men, some have used the phrase gender diversity to refer to
advocacy for increasing the number of women at high levels of health care and having healthcare
teams that contain both men and women (Kang & Kaplan, 2019; Vanderbroeck & Wasserfallen,
2017). These perspectives largely rely on gender essentialism and limit their exploration of
gender diversity to cisgender women and cisgender men. In the present research, I use the term
gender diversity to mean an inclusion of genders beyond this binary, consistent with increasing
psychological research in the area over the past five years (Rubin et al., 2020).
Research on gender diversity in health care has been limited and largely focuses on the
role of gender affirmation procedures and practicing for the care of transgender and gender nonconforming (TGNC) individuals (e.g., Goldenberg et al., 2019; Sevelius et al., 2019). As
demonstrated previously, an acknowledgement of gender diversity has implications not only for
those who identify as transgender, but also for LGBPQ women, particularly those with
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masculine gender presentation. Thus, calls for providers to embrace gender diversity when
providing care to TGNC individuals also have relevance for the ability to provide quality care for
LGBPQ women (e.g., Eliason & Chinn, 2017; Kellett & Fitton, 2017). While gender
essentialism may signal identity threat for LGBPQ-CW, gender diversity may signal identity
safety.
Present Research
The present research is guided by a theoretical model that integrates social identity threat
theories (Major & Schmader, 2018), minority stress theories (Meyer, 2003), and additional
public health theories (e.g., Geronimus et al., 2016) to examine the effects of pronatalism,
reproductive/sexual autonomy, gender essentialism, and gender diversity cues on LGBPQ-CW
identity threat and safety in OB/GYN care settings (See Figure 1). In this model, environmental
cues contribute to the affective and cognitive experience of identity threat and safety. This
relationship is moderated by identity centrality and cue-related factors. The experience of
identity threat and safety in turn predict health care engagement and screening intentions within
the proposed health care environment. This general model applies to environmental cues and
may be applied to any form of oppression or exclusion in health care settings, however, I focus
on LGBPQ-CW with regard to insidious forms of cultural heterosexism that may be particularly
relevant for their health care engagement.
Overview of Studies
In three studies, I examined the role of pronatalism and gender essentialism in identity
threat and safety for LGBPQ-CW in the context of OB/GYN care. In Study 1, I pilot tested
stimuli in the form of digital intake forms and posters that contained cues that represented the
constructs of interest in Studies 2 and 3. Participants viewed stimuli and rated them on the four
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constructs of interest (i.e., pronatalism, reproductive/sexual autonomy, gender essentialism, and
gender diversity) and indicated their general attitude toward the stimuli, one at a time. There
were two main aims of Study 1. First, I aimed to identify which stimuli had cues that best
represented the four constructs of interest: pronatalism, reproductive/sexual autonomy, gender
essentialism, and gender diversity. Second, I assessed the relationships between perceptions of
stimuli and general attitudinal ratings in order to preliminarily test the hypothesized patterns
(e.g., assess the relationship between participants ratings of a stimulus as pronatalist and
positive/negative attitudes toward that stimulus). I hypothesized that LGBPQ-CW would have
more positive attitudes toward stimuli with gender diversity cues than stimuli with gender
essentialism cues. I hypothesized that LGBPQ-CW would have more positive attitudes toward
stimuli with reproductive/sexual autonomy cues compared to stimuli with pronatalism cues.
In Studies 2 and 3, I used an experimental design to test the theoretical model of interest
(See Figure 1). In these studies, I told participants that they would be reporting their attitudes
about an OB/GYN health clinic based on their review of the clinic materials (i.e., poster and
intake form). Participants viewed stimuli, pretested in Study 1, that contained cues representing
one of the four constructs of interest: pronatalism, reproductive/sexual autonomy, gender
essentialism, or gender diversity. Then, participants completed a battery of measures to assess
the constructs of interest in the theoretical model (See Figure 1). In Study 2, participants were
exposed to stimuli with either pronatalism or reproductive/sexual autonomy cues. In Study 3,
participants were exposed to stimuli with either gender essentialism or gender diversity cues. In
both studies, I measured affective (i.e., negative affect) and cognitive (i.e., trust, sense of
belonging, expectations of bias) aspects of identity threat and health behavioral intentions at the
presented clinic (i.e., health care engagement intentions, preventative screening intentions).
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In Study 2, I hypothesized that LGBPQ-CW exposed to reproductive/sexual autonomy
cues would report lower identity threat and higher health care engagement intentions than
LGBPQ-CW exposed to pronatalist cues. I predicted that this relationship would be moderated
by parenthood attitudes and sexual identity centrality, such that those with positive parenthood
attitudes and high sexual identity centrality would experience gender essentialist cues as more
threatening than those with childfree goals or low sexual identity centrality. In Study 3, I
hypothesized that LGBPQ-CW exposed to gender diversity cues would report lower identity
threat and higher health care engagement intentions than LGBPQ-CW exposed to gender
essentialism cues. I predicted that this relationship would be moderated by gender presentation
and sexual identity centrality such that those with masculine gender presentation and high sexual
identity centrality would experience gender essentialist cues as more threatening than those with
feminine gender presentation or low sexual identity centrality. I predicted that the cue type
would predict health behavior intentions indirectly through affective and cognitive identity
threat. The full moderated mediation models for Studies 2 and 3 are presented in Figures 2 and 3.
To my knowledge, the present research is the first to examine reproductive and genderbased norms as environmental cues in health care settings that may serve as facilitators or
barriers to care for LGBPQ-CW. This project is one of few experimentally exploring identity
safety and identity threat cues in health care settings and the only study focused specifically on
LGBPQ-CW (Abdou & Fingerhut, 2014; Cipollina & Sanchez, 2020, 2021). Notably, I would
expect reproductive norms and gender essentialism to have implications for the identity safety
and threat of transgender individuals assigned female at birth in addition to cisgender LGBPQ
women, who are the focus of the present project. I focus on LGBPQ-CW rather than all LGBTQ
AFAB individuals for two main reasons. First, studying LGBPQ-CW enables the examination of
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the predicted patterns while minimizing participant harm. As transgender individuals may be
more likely to experience gender dysphoria in the presence of gender essentialist cues (Stroumsa
& Wu, 2018), I would predict that on average, transgender individuals would experience more
distress if participating in the current research. Second, transgender individuals have an array of
specific sexual and reproductive health needs, e.g., gender-affirming treatments and procedures,
that are different from those of cisgender patients (Fein et al., 2019). While the present work has
implications for designing inclusive health care environments for all LGBTQ+ individuals
assigned female at birth, extensions of this work should focus specifically on the needs of transidentified individuals.
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Chapter 3. Study 1 Methods: Pilot Testing Environmental Cue Stimuli
Participants
Data were collected from 333 participants total. In order to ensure data quality,
participants who responded in straightlining patterns were removed. Straightlining, or selecting
the same survey answer to many consecutive questions with different meanings, is a common
survey behavior across demographic categories that is associated with speeding and is often used
as an indicator of poor data quality (Zhang & Conrad, 2014). One hundred and twenty
participants responded with the same Likert-style response to all 12 consecutive items measuring
perceptions of the stimuli and were removed from the final sample. There were no significant
differences in race, income, or sexual orientation between the 120 removed participants and the
final analysis sample of 213 participants.
Participants were 213 LGBPQ-CW age 18-45 (M = 28.42) who indicated they were
assigned female at birth and did not identify as transgender. About 40% (n = 84) of participants
were White, 21% (n = 44) were African American/Black, 17% (n = 36) were Hispanic/Latinx
and 16% (n = 35) were multiracial. Sixty percent (n = 128) identified as bisexual, 19% (n = 41)
identified as lesbian, 9% (n = 20) identified as pansexual and 8% (n = 16) identified with more
than one sexual identity. Approximately one third of participants had a high school degree or less
(n = 71, 33%), one third had an Associate’s degree, had completed some college, or were
currently enrolled in college (n =, 39%), and one third had a Bachelor’s or graduate degree (n =
58, 27%). There was variation in income, with approximately half of participants reporting an
annual income lower than $30,000 (n = 118, 55%), which is below the 2019 U.S. median per
capita income of $34,103 (U.S. Census Bureau, 2021). Most participants reported living in a
suburban area (n = 116, 54%) and there was at least one participant from most of the U.S. states,
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excluding Alaska, Minnesota, Montana, Nebraska, New Hampshire, North Dakota, Vermont,
and Wyoming. Most participants reported having health insurance (n = 173, 81%).
Approximately one third of participants had ever been pregnant (n = 73, 34%) and 31% of
participants (n = 66) of participants reported currently having children. See Table 1 for full
participant characteristics.
Participants were recruited using Qualtrics Research Suite, an online crowdsourcing
platform commonly used for data collection in experimental studies (Qualtrics, 2019). Qualtrics
Research Suite manages compensation and determines compensation rates based on their
population participant availability and has support services to ensure data quality (Qualtrics,
2019). Sample size for Study 1 (minimum N = 200) enabled each stimulus to be reviewed by
approximately 50 participants, which meets recommendations for pilot studies that require a
sample of at least 10% of the full study size (Lackey & Wingate, 1997) and considerations of
potential variability in the population (Hertzog, 2008).
Procedure
Eligible participants were contacted through Qualtrics with the option to participate in the
study. Participants who elected to participate used a Qualtrics survey link to enter the study.
Participants were told they were reviewing potential materials for a health clinic and that their
participation would take approximately 15 minutes. Collectively, participants reviewed 16 total
stimuli: 2 posters with gender essentialism cues, 2 intake forms with gender essentialism cues, 2
posters with gender diversity cues, 2 intake forms with gender diversity cues, 2 posters with
pronatalism cues, 2 intake forms with pronatalism cues, 2 posters with reproductive/sexual
autonomy cues, and 2 intake forms with reproductive/sexual autonomy cues. In order to reduce
the burden on the participants and aid in comparative analysis, participants were randomized to
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review one of four sets of stimuli: gender essentialism and gender diversity posters (4 total
stimuli), gender essentialism and gender diversity intake forms (4 total stimuli), pronatalism and
reproductive/sexual autonomy posters (4 total stimuli), or pronatalism and reproductive/sexual
autonomy intake forms (4 total stimuli).
Each participant reviewed 4 stimuli. Sixty-three participants reviewed gender posters
(gender essentialism poster 1, gender essentialism poster 2, gender diversity poster 1 and gender
diversity poster 2). Forty-nine participants reviewed gender intake forms (gender essentialism
intake form 1, gender essentialism intake form 2, gender diversity intake form 1 and gender
diversity intake form 2). Forty-eight participants reviewed reproductive posters (pronatalism
poster 1, pronatalism poster 2, reproductive/sexual autonomy poster 1, and reproductive/sexual
autonomy poster 2). Fifty-three participants reviewed reproductive intake forms (pronatalism
intake form 1, pronatalism intake form 2, reproductive/sexual autonomy intake form 1,
reproductive/sexual autonomy intake form 2).
Participants were shown the stimuli one at a time. While the first stimulus was on the
screen, participants responded to questions assessing to what extent the stimulus represented the
theoretical construct it is meant to represent, along with questions assessing general attitudes
towards the stimulus. Then, the participant saw the next stimulus and responded to the questions
in relation to that stimulus. This process continued for each of the 4 stimuli that each participant
reviewed. The questions were asked using accessible language so they could be easily
understood by participants across education levels (see measures below). After reviewing the
stimuli, participants reported their demographic information and responded to measures
assessing moderator variables.
Materials
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There were 16 stimuli total in Study 1, including digital intake forms and posters (See
Appendix A for sample stimuli). Stimuli representing pronatalism included language and images
focused around pregnancy, childbirth, and family. Stimuli representing reproductive/sexual
autonomy included language and images focused around individual choice, having a range of
health options, and patient-centered care. Stimuli representing gender essentialism included
language assuming a gender binary (e.g., “women’s health”) and traditionally feminine images
(e.g., the color pink, floral designs). Stimuli representing gender diversity included language that
did not assume a gender binary and indicates an inclusive language for body parts (e.g.,
chestfeeding), and images that indicated knowledge and awareness of gender diversity (e.g.,
transgender flag).
Measures
Manipulation evaluation. After being asked to review a stimulus, participants were
asked several qualitative questions to assess their perceptions of that stimulus. The questions
were, “What is your first impression of this health center from looking at this material?”, “Please
describe your thoughts and feelings about this health clinic material. What aspects do you like?
What aspects do you dislike?” and “How does the poster make you feel? Please describe why it
makes you feel that way.” These questions were asked first so that they would not be influenced
by the more specific quantitative questions.
Participants were asked to rate each stimulus on the extent to which it represents the four
characteristics of interest: gender essentialism, gender diversity, pronatalism, and
reproductive/sexual autonomy. Participants were asked 12 items total to evaluate the stimuli.
There were two items used for each of the four constructs (8 items) and 4 filler items. The
instructions for this scale read as follows, “How much do you agree with the following
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statements from looking at this health clinic material? This health clinic...” The two items used
to evaluate participants’ perceptions of the stimuli as gender essentialist were, “has conventional
ideas about gender,” and “sees women in a stereotypically feminine way.” The two items used to
evaluate participants’ perceptions of the stimuli as representing gender diversity were,
“understands that there is a diversity of gender beyond just men and women,” and “values people
with different gender identities and expressions.” The two items used to evaluate participants’
perceptions of the stimuli as pronatalist were “believes that women’s most important job is to
become a mother,” and “values pregnancy and motherhood above other aspects of care.” The
two items used to evaluate participants’ perceptions of the stimuli as representing
reproductive/sexual autonomy were, “values individuals’ ability to make their own choices about
their health care according to their specific needs,” and “values individuals’ ability to make
choices about whether or not they want to have children.” Participants responded their agreement
to these items on a 5-point Likert scale from strongly disagree (1) to strongly agree (5). The two
items for each construct were averaged to create a gender essentialism score, gender diversity
score, pronatalism score and reproductive/sexual autonomy score for each stimulus.
Attitudes Toward Stimuli. In order to test preliminary hypotheses about the
relationship between stimuli cues and participant attitudes, participants were asked to rate their
overall attitude towards the health clinic using a 5-point visual feelings thermometer from a very
happy smiley face image to a very angry/upset face image.
Demographic Characteristics. Participants were asked to report their age, race and
ethnicity, sex assigned at birth, gender identity, sexual orientation, education, income, insurance
status, political orientation, religion, and relationship status. Participants were screened eligible if
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they were between the ages of 18 and 45, identified as lesbian, gay, bisexual, pansexual and/or
queer, indicated they were assigned female at birth and did not identify as transgender.
Identity centrality. To assess facets of participants LGB identity, participants completed
the 5-item identity centrality scale from the Lesbian, Gay, & Bisexual Identity Scale (LGBIS;
Mohr & Kendra, 2012). The construct was measured on a 6-point Likert scale from “Disagree
strongly” to “Agree strongly.” The questions were adapted in order to be asked about LGBPQ
identity, not just LGB identity. Instructions for this scale read as follows, “For each of the
following questions, please mark the response that best indicates your current experience as an
LGBPQ (i.e., lesbian, gay, bisexual, pansexual or queer) person. Please be as honest as possible:
Indicate how you really feel now, not how you think you should feel. There is no need to think
too much about any one question. Answer each question according to your initial reaction and
then move on to the next.” Previous investigations have found internal reliability and construct
validity (Mohr & Kendra, 2011) and the Cronbach’s alpha in the present sample was .69.
Gender Presentation. Participants completed a two-item measure of socially assigned
gender nonconformity to assess their gender presentation (Wylie et al., 2010). I chose this
measure of social perceptions because it is hypothesized that health care providers’ perception of
LGBPQ-CW gender presentation, rather than LGBPQ-CW’s own self-reported presentation,
may be more significant for impacting the quality of LGBPQ-CW care in health care
environments. The first item reads, “A person’s appearance, style, or dress may affect the way
people think of them. On average, how do you think people would describe your appearance,
style, or dress?” The second item reads, “A person’s mannerisms (such as the way they walk or
talk) may affect the way people think of them. On average, how do you think people would
describe your mannerisms?” Participants indicated their responses on a 7-point Likert-scale from
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“very feminine” to “very masculine.” The Cronbach’s alpha for this scale in the present sample
was .75.
Parenthood and Pregnancy Status, Goals, and Attitudes. Participants were asked to
report their parenthood status and their attitudes about having children. Pregnancy and
parenthood were asked about separately because of research demonstrating that LGBPQ-CW
differentiate between these two things and may have different attitudes about each (Kazyak et al.,
2016). I asked several questions assessing participants’ actual experiences of pregnancy and
parenting. I asked participants whether or not they had been pregnant, carried a pregnancy to
term, considered themself to be a parent, or currently had any children. Additional questions
were asked to better understand their specific parenting status and goals. See Table 1 for
pregnancy and parenting descriptive information. In addition, I also asked about participants’
attitudes about pregnancy and parenthood in a way that participants could answer regardless of
their pregnancy and parenting status or history. To assess pregnancy attitudes, participants were
asked, “What is your attitude towards experiencing pregnancy?” on a scale from “1 - I hate the
thought of experiencing pregnancy” to “7 - I love the thought of experiencing pregnancy). To
assess pregnancy attitudes, participants were asked, “What is your attitude towards experiencing
parenthood?” on a scale from “1 – I hate the thought of being a parent” to “7 – I hate the
thoughts of being parent.”
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Chapter 4. Study 1 Results: Pilot Testing Environmental Cue Stimuli
Qualitative Analysis of Stimuli Evaluations
Qualitative analysis was conducted using the qualitative ratings of the stimuli in the
survey to assess if participants were describing the stimuli in ways that were consistent with the
intended construct. Two coders coded the qualitative evaluations of each stimulus. Because
participants responded similarly to three qualitative questions (per stimulus), the three qualitative
questions were combined into one unit for analysis. First, the coder coded each qualitative
response to indicate whether the response was related to the construct that the stimulus was
meant to represent (e.g., for gender essentialism poster 1, the qualitative responses were coded
either ‘1 - response related to gender essentialism’ or ‘0 - response not related to gender
essentialism’. Second, the coder listed any noteworthy themes from the qualitative response in an
open-ended format. Third, each coder marked whether they wanted to discuss their coding for
the qualitative response with the other coder to ensure consensus. The two coders met to review
their coding and discussed discrepancies until consensus was reached. After each qualitative
response for each stimulus was coded as representative (1) or not representative (0) of the
intended construct, these ratings were totaled for each stimulus. Then, I divided each total by the
total number of participants who rated that stimulus to compute a percentage of participants who
described the stimulus in line with the desired construct.
Gender Essentialism Stimuli. Of the qualitative evaluations of gender essentialism poster
1, 75% (n = 47) contained a description related to gender essentialism. For gender essentialism
poster 2, 63% (n = 40) contained a description related to gender essentialism. Some examples of
participant responses for the gender essentialism posters that were characterized as relating to the
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construct include, “I don’t really like the fact that it seems very feminine and traditional”,
“stereotypical pink for women”, and “Not trans inclusive”.
Fifty-seven percent (n = 28) of gender essentialism intake form 1 and 60% (n = 40) of
gender essentialism intake form 2 evaluations contained a description related to gender
essentialism. Some examples of participant responses for the gender essentialism intake forms
that were characterized as relating to the construct included, “restricts gender identity”, “it
should focus on gender identity rather than sex assigned at birth”, and “Didn’t list all genders”.
Gender Diversity Stimuli. For gender diversity poster 1, 71% (n = 45) of qualitative
evaluations were related to gender diversity. Similarly, for gender diversity poster 2, 76% (n =
48) of qualitative evaluations were related to gender diversity. Participants shared descriptions
such as, “I like it’s care for diverse crowds,” “Support of all genders is great!” and “They are
trying to be respectful to all who are female at birth. The vocabulary choices indicate that to me.
There are no aspects of it I didn't like.”
Slightly fewer people named the construct for gender diversity intake forms than posters,
likely because they contained less information and simply used the gender identity question to
manipulate the construct of interest. Fifty-nine percent (n = 29) of gender diversity intake form 1
respondents and 82% (n = 40) of gender diversity intake form 2 evaluations contained a
description related to gender diversity. Several examples of participant responses for gender
diversity intake forms were, “I like that the form looks easy to answer and that they take into
account LGBTQ community”, “Open-minded because of the gender identities”, and “I like how
you can write it in because everyone is different”.
Pronatalism Stimuli Of the qualitative evaluations of pronatalism poster 1, 50% (n = 24)
contained a description related to pronatalism. A higher percentage of the evaluations of
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pronatalism poster 2 (73%, n = 35) were related to pronatalism. Example descriptions related to
pronatalism posters are, “I like how it shows a lot of different services for women and families”,
“Positive and geared more towards reproduction”, and “Focus is on pregnant women”.
For pronatalism intake forms 1 and 2, 55% (n = 29) and 45% (n = 24) of evaluations were
related to pronatalism, respectively. Descriptions of pronatalism intake forms included, “It makes
me feel a little nervous as a woman who is sexually active but not trying to get pregnant”, “It's
too geared towards sex and pregnancy”, and “Checking on the baby health”.
Reproductive/Sexual Autonomy Stimuli The reproductive/sexual autonomy stimuli had
lower percentages of participant responses that related directly to the construct compared to the
other stimuli types. Of qualitative evaluations for reproductive/sexual autonomy posters 1, 56%
(n = 27) contained a description related to reproductive/sexual autonomy. For
reproductive/sexual autonomy poster 2, 40% (n = 19) of responses described reproductive/sexual
autonomy. Some examples of descriptions of posters related to reproductive/sexual autonomy
included, “They have a wide range of treatment”, “Puts your health first and makes sure to check
for your current health state”, and “It makes me feel understood like the people working would
know about my health”.
For reproductive/sexual autonomy intake forms 1 and 2, 32% (n = 17) and 36% (n = 19)
of evaluations were related to the construct, respectively. Descriptions of reproductive/sexual
autonomy forms included, “Well worded and representative of different types of people”, “They
want to make sure all general bases are covered regarding reproductive and sexual health”, and
“Feel like they care about me as a person and all my options as a woman”.
Quantitative Analysis of Stimuli Ratings
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I conducted a series of repeated-measures t-tests to compare mean construct scores (e.g.,
gender essentialism scores) for each of the stimuli within and between each of the four categories
and stimuli cue types. In order to examine which stimulus for the same construct was more
representative of said construct, I compared construct ratings for the two versions of the same
construct stimuli (i.e., comparing gender essentialism scores for gender essentialism poster 1 and
gender essentialism poster 2). Additionally, in order to examine content validity, I examined
whether the construct scores for a given set of stimuli were consistent with what the stimuli cues
were meant to represent (i.e., comparing gender essentialism and gender diversity scores for
gender essentialism poster 1 and gender diversity poster 2 to see if each is rated higher in the
intended construct).
Gender Posters for Study 2
Comparing Ratings within Stimuli. The gender essentialism rating for gender
essentialism poster 1 (M = 3.61, SD = 1.05) was significantly higher than the gender diversity
rating for the same poster (M = 2.82, SD = 1.33), t(61)=2.79.48, p < .01. Similarly the gender
essentialism rating for poster 2 (M = 3.53, SD = .97) was significantly higher than the gender
diversity rating for the same poster (M = 2.91, SD = 1.10), t(61) = 2.55, p < .05.
The gender diversity rating for gender diversity poster 1 (M = 4.39, SD = .91) was
significantly higher than the gender essentialism rating for the same poster (M = 2.48, SD =
1.18), t(61) = -8.66, p < .001. Similarly, the gender diversity rating for gender diversity poster 2
(M = 4.24, SD = 1.06) was significantly higher than the gender essentialism rating for the same
poster (M = 2.33, SD = 1.00), t(61) = -9.04, p < .001.
Comparing Same-Type Posters. There were no significant differences between gender
essentialism poster 1 and poster 2 on gender essentialism or gender diversity ratings. There were
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no significant differences between gender diversity poster 1 and 2 on gender essentialism or
gender diversity ratings.
Comparing Cross-Type Posters. Gender essentialism poster 1 had a significantly higher
gender essentialism rating (M = 3.61, SD = 1.05) than gender diversity poster 1 (M = 2.48, SD =
1.18), t(61)=5.61, p < .001. Gender essentialism poster 1 also had a significantly lower gender
diversity score (M = 2.83, SD = 1.33) than gender diversity poster 1 (M = 4.39, SD = .91),
t(61)=-7.92, p < .001. These patterns were the same for gender essentialism poster 2 and gender
diversity poster 2 (See Table 2).
Gender Intake Forms for Study 2
Comparing Ratings within Stimuli. The patterns of findings for the gender intake forms
were similar to the patterns for gender posters. Both gender essentialism intake forms had
significantly higher gender essentialism scores than gender diversity scores. Similarly, both
gender diversity intake forms had significantly higher gender diversity scores than gender
essentialism scores, demonstrating construct validity (See Table 3).
Comparing Same-Type Intake Forms. There were no significant differences between
gender essentialism intake form 1 and 2 on ratings of gender essentialism or gender diversity.
There were also no significant differences between gender diversity intake form 1 and 2 on
ratings of gender essentialism or gender diversity.
Comparing Cross-Type Intake Forms. Gender essentialism intake form 1 was rated
significantly higher in gender essentialism (M = 3.63, SD = .95) than gender diversity intake
form 1 (M = 2.59, SD = 1.01), t(47)=4.89, p < .001. Gender diversity intake form 1 was rated
significantly higher in gender diversity (M = 4.36, SD = .73) than gender essentialism intake
form 1 (M = 2.43, SD = 1.44), t(47)=-7.74, p < .001.
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The pattern of results was similar for gender essentialism intake form 2 and gender
diversity intake form 2. Gender essentialism intake form 2 was rated significantly higher in
gender essentialism (M = 3.54, SD = 1.00) than gender diversity intake form 2 (M = 2.61, SD =
1.31), t(47)=3.52, p < .01. Gender diversity intake form 2 was rated significantly higher in
gender diversity (M = 4.51, SD = .62) than gender essentialism intake form 1 (M = 2.28, SD =
1.26). Overall, the stimuli with gender-focused cues demonstrated strong construct validity with
stimuli with gender essentialism cues consistently rated higher in gender essentialism than
stimuli with gender diversity cues and vice versa.
Reproduction Posters for Study 3
Comparing Ratings within Stimuli. Contrary to expectations, the reproductive/sexual
autonomy rating for pronatalism poster 1 (M = 3.81, SD = 1.15) was significantly higher than the
pronatalism rating for pronatalism poster 1 (M = 3.18, SD = 1.05), t(47)=-2.36, p < .05. There
was no significant difference between the pronatalism rating and reproductive/sexual autonomy
rating for pronatalism poster 2.
Both reproductive/sexual autonomy posters were rated significantly higher in
reproductive/sexual autonomy than in pronatalism. The reproductive/sexual autonomy score for
reproductive/sexual autonomy poster 1 (M = 4.09, SD = .78) was significantly higher than the
pronatalism rating (M = 2.82, SD = 1.04) for reproductive/sexual autonomy poster 1, t(47)=-6.40,
p < .001. Similarly, the reproductive/sexual autonomy score for reproductive/sexual autonomy
poster 2 (M = 3.93, SD = .99) was significantly higher than the pronatalism rating (M = 2.70, SD
= .96) for reproductive/sexual autonomy poster 2, t(47)=-5.85, p < .001.
Comparing Same-Type Posters. Pronatalism poster 2 (M = 3.68, SD = 1.05) had a
significantly higher pronatalism rating than pronatalism poster 1 (M = 3.18, SD = 1.05), t(47)=-
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3.07, p < .01. There was no significant difference between pronatalism poster 1 and pronatalism
poster 2 in reproductive/sexual autonomy rating. Further, there were no differences on
pronatalism or reproductive/sexual autonomy ratings between reproductive/sexual autonomy
poster 1 and 2.
Comparing Cross-Type Posters. Pronatalism poster 1 (M = 3.18, SD = 1.05) had a
significantly higher pronatalism rating than reproductive/sexual autonomy poster 1 (M = 2.82,
SD = 1.04), t(47)=2.04, p < .05. Reproductive/sexual autonomy poster 1 (M = 4.09, SD = .78)
had a marginally significantly higher reproductive/sexual autonomy rating than pronatalism
poster 1 (M = 3.81, SD = 1.15), t(47)=-1.80, p = .08.
Pronatalism poster 2 (M = 3.68, SD = 1.05) had a significantly higher pronatalism rating
than reproductive/sexual autonomy poster 2 (M = 2.71, SD = .96), t(47)=5.10, p < .001.
Reproductive/sexual autonomy poster 2 (M = 3.93, SD = .99) had a marginally significantly
higher reproductive/sexual autonomy rating than pronatalism poster 2 (M = 3.61, SD = 1.14),
t(47)=-1.96, p = .06.
Reproduction Intake Forms for Study 3
Comparing Ratings within Stimuli. There were no significant differences between
pronatalism ratings and reproductive/sexual autonomy rating for pronatalism intake form 1 or
pronatalism intake form 2.
Both reproductive/sexual autonomy intake forms were rated significantly higher in
reproductive/sexual autonomy than in pronatalism. The reproductive/sexual autonomy score for
reproductive/sexual autonomy intake form 1 (M = 4.14, SD = .85) was significantly higher than
the pronatalism rating (M = 2.72, SD = 1.31) for reproductive/sexual autonomy poster 1, t(52)=5.57, p < .001. Similarly, the reproductive/sexual autonomy score for reproductive/sexual
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autonomy intake form 2 (M = 4.03, SD = 1.07) was significantly higher than the pronatalism
rating (M = 2.57, SD = 1.35) for reproductive/sexual autonomy intake form 2, t(52)=-5.54, p <
.001.
Comparing Same-Type Posters. There were no significant differences on pronatalism
ratings or reproductive/sexual autonomy ratings between pronatalism intake form 1 and
pronatalism intake form 2. There were also no significant differences on pronatalism ratings or
reproductive/sexual autonomy ratings between reproductive/sexual autonomy intake form 1 and
reproductive/sexual autonomy intake form 2.
Comparing Cross-Type Posters Pronatalism intake form 1 (M = 3.41, SD = 1.22) had a
significantly higher pronatalism rating than reproductive/sexual autonomy intake form 1 (M =
2.73, SD = 1.31), t(52)=3.33, p < .01. Reproductive/sexual autonomy intake form 1 (M = 4.14,
SD = .85) had a significantly higher reproductive/sexual autonomy rating than pronatalism intake
form 1 (M = 3.56, SD = 1.20), t(52)=-3.48, p < .01.
Pronatalism intake form 2 (M = 3.30, SD = 1.20) had a significantly higher pronatalism
rating than reproductive/sexual autonomy intake form 2 (M = 2.57, SD = 1.35), t(52)=4.05, p <
.001. Reproductive/sexual autonomy intake form 2 (M = 4.03, SD = 1.07) had a significantly
higher reproductive/sexual autonomy rating than pronatalism intake form 2 (M = 3.55, SD =
1.17), t(52)=-2.41, p < .05.
Final Stimuli Decisions and Rationale
I reviewed both qualitative and quantitative analyses to inform decisions about which
stimuli to use for Studies 2 and 3. For each of the stimuli with gender-focused cues, at least half
of the participants provided an open-ended qualitative evaluation that was consistent with the
desired construct. This demonstrates strong construct validity and shows that gender was salient
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for participants viewing the materials. By comparison, the stimuli with pronatalism cues and
especially with reproductive/sexual autonomy cues stimuli were described as related to the
desired construct less of the time, demonstrating that these may be a more subtle or less
recognizable constructs. Thus, in order to ensure a strong manipulation, I decided to include both
an intake form and poster for each of the constructs of interest in Studies 2 and 3. In addition,
using both an intake form and poster enhances the external validity of the project because it is
likely that patients attending OB/GYN care will see both information about the clinic and will
fill out intake forms around the onset of care.
Gender Essentialism and Diversity Stimuli for Study 2
I chose to use gender essentialism poster 1 and gender diversity poster 1 as Study 2
materials. Gender diversity poster 1 was rated marginally significantly higher in gender diversity
ratings than gender diversity poster 2, indicating that it was a slightly stronger representation of
the construct. While there were no significant differences between the two gender essentialism
posters, the mean score for gender essentialism poster 1 was higher than version 2. Additionally,
using these two posters enabled the posters to be visually design-matched across conditions.
There was also a higher percentage of gender essentialism-related qualitative responses for
gender essentialism poster 1 than poster 2. Finally, there were several negative comments made
by participants about the poster 2 designs for these constructs. Thus, while there were not large
differences between the pre-tested posters, I decided to use design 1 for the gender materials in
Study 2.
Because there were no differences in gender diversity or essentialism ratings between the
two same-type intake forms, I relied primarily on qualitative feedback from participants. Several
participants shared a preference for the gender diversity intake form with an open-ended gender
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question compared to the one with many listed gender options. Additionally, a couple of
participants suggested the addition of some gender examples with the open-ended question and
another participant suggested including a space to write pronouns. These edits were made to
create the final intake form used in Study 2 (See Appendix B for final stimuli).
Pronatalism and Reproductive/Sexual Autonomy Stimuli for Study 3
I chose to use pronatalism poster 2 because it was rated as significantly more pronatalist
than pronatalism poster 1. Additionally, a higher percentage of pronatalism poster 2 qualitative
evaluations related to pronatalism compared to pronatalism poster 1. Thus, poster 2 was a better
representation of the pronatalism construct than poster 1. There were no differences in
reproductive/sexual autonomy ratings between the two reproductive/sexual autonomy posters, so
I chose to use poster 2 so it would be visually design-matched with pronatalism poster 2. There
were several qualitative comments about reproductive/sexual autonomy poster 2 indicating that
the image of the medical devices made participants feel uncomfortable, so this image was
removed for the final posters for Study 3.
Because there were no differences in pronatalism or reproductive/sexual autonomy
ratings between the two same-type intake forms, I primarily relied on qualitative feedback from
participants to design the final stimuli. Several participants described feeling uncomfortable with
the way miscarriage was asked about, so this language was changed for the final versions of
these intake forms. Further, several participants had strong feelings about the “father of the
baby” section on one of the pronatalism intake forms. Because the focus of this study is
pronatalism rather than explicit heterosexism, this was removed for the final version. Some
participants reported liking the open-ended nature of reproductive/sexual autonomy intake form
2 while others reported that it was too difficult to answer that number of open-ended questions.
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Both the final pronatalism and reproductive/sexual autonomy intake forms contain some openended questions and some multiple-choice questions (See Appendix B for final stimuli).
Preliminary Hypothesis Testing
The main hypotheses for this project are that gender essentialism and pronatalism cues
will contribute to identity threat and health care engagement while gender diversity and
reproductive/sexual autonomy cues will lead to identity safety among LGBPQ-CW.
Additionally, I hypothesized that several factors would moderate these relationships. I
hypothesized that identity centrality and gender presentation would moderate the relationship
between gender condition and identity threat. I also hypothesized that identity centrality and
parenthood attitudes would moderate the relationship between reproduction condition and
identity threat. In Study 1, I did not include a measure of identity threat, but I did include a
general measure of attitude towards each stimuli in order to preliminary test the hypothesized
patterns using attitudes as the outcome variable. I also included measures of the moderator
variables in order to ensure that they were appropriate for inclusion in Studies 2 and 3 and to test
preliminary hypotheses.
Main Effects Hypotheses
I conducted paired-samples t-tests to test main effects hypotheses. I predicted that
participants would report more positive attitudes towards stimuli with gender diversity cues than
stimuli with gender essentialism cues. Consistent with this hypothesis, participants reported more
positive attitudes about each gender diversity stimulus compared to its design-matched gender
essentialism stimulus. Attitudes toward gender diversity poster 1 (M = 4.58, SD = .74) were
significantly more positive than attitudes toward gender essentialism poster 1 (M = 3.66, SD =
1.14), t(61)=-5.81, p < .01. Attitudes toward gender diversity poster 2 (M = 4.47, SD = .85) were
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significantly more positive than attitudes toward gender essentialism poster 2 (M = 3.78, SD =
1.09), t(59) = -4.41, p < .01. Similarly, attitudes toward gender diversity intake form 1 (M = 4.11,
SD = .81) were significantly more positive than attitudes toward gender essentialism intake form
1 (M = 2.89, SD = 1.13), t(46) = -6.31, p < .01. Finally, attitudes toward gender diversity intake
form 2 (M = 4.15, SD = .93) were significantly higher than attitudes toward gender essentialism
intake form 2 (M = 3.06, SD = 1.13), t(46) = -5.16, p < .01 (See Table 6).
I predicted that participants would report more positive attitudes towards stimuli with
reproductive/sexual autonomy cues than those with pronatalism cues. Contrary to this
hypothesis, attitudes were not significantly different for pronatalism and reproductive/sexual
autonomy posters. The attitudes towards intake forms, however, were consistent with the
hypothesized pattern. Attitudes toward reproductive/sexual autonomy intake form 1 (M = 3.87,
SD = 1.02) were significantly more positive than attitudes toward pronatalism intake form 1 (M
= 3.43, SD = 1.20), t(52)=, p < .05. Additionally, attitudes toward reproductive/sexual autonomy
intake form 2 (M = 4.17, SD = .74) were significantly more positive than attitudes toward
pronatalism intake form 2 (M = 3.44, SD = 1.11), t(51)=, p < .01. I also conducted repeated
measures t-tests using combined variables. For example, I averaged attitudes towards gender
essentialism poster 1 and poster 2 to create a gender essentialism poster score and then compared
that score to the gender diversity poster score. Further, I conducted repeated measures t-tests
comparing attitudes about a given construct across both posters and intake forms (i.e., some
participants have a gender essentialism score derived from intake forms and others have a gender
essentialism score derived from posters, but both groups are included in the gender essentialism
sample). Full t-test information is presented in Table 7.
Moderation Hypotheses
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Descriptive information for the moderator variables (i.e., identity centrality, gender
presentation, pregnancy attitudes, parenthood attitudes) can be found in Table 8. In order to
examine the relationship between stimuli type and attitudes with a larger sample, attitudes for
both posters and intake forms were combined into one variable for each construct. Thus,
approximately half of the participants had data for attitudes toward stimuli with gender-focused
cues (n = 112) and approximately half had data for attitudes toward stimuli with reproductionfocused cues (n = 101). Because identity centrality and gender centrality were normally
distributed, moderation hypotheses including these moderators were tested in SPSS using Model
2 in the MEMORE macro (Montoya & Hayes, 2017), with bias-corrected 95% confidence
intervals to test the significance. MEMORE is a plugin specifically for conducting moderation
analyses with two instance repeated-measures data and continuous moderators. Because
pregnancy attitudes and parenthood attitudes had bimodal distributions with large portions of
respondents at either end of the scale, I mean-split each into dichotomous variables for analysis.
Moderation hypotheses including these moderators were tested in SPSS using within-subjects
ANOVA with the moderators as categorical between-subjects factors.
Gender Stimuli and Identity Centrality (MEMORE)
I hypothesized that identity centrality would moderate the relationship between gender
stimuli cue type and attitudes, such that those high in sexual identity centrality would have more
negative attitudes towards stimuli with gender essentialism cues than those low in sexual identity
centrality. Because identity centrality was measured using a continuous scale, I used the
MEMORE macro to test this hypothesis. Contrary to hypotheses, identity centrality did not
moderate the relationship between attitudes and gender stimuli cue type (B = 0.02, 95% CI = 0.18-0.21). Further, the main effect of gender condition on attitudes (i.e., participants had more
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positive attitudes towards stimuli with gender diversity cues) was significant at all levels of the
moderator, i.e., one standard deviation below mean identity centrality, mean identity centrality,
and one standard deviation above the mean identity centrality.
Gender-Focused Stimuli and Gender Presentation (MEMORE)
In addition to exploring identity centrality as a potential moderator, I hypothesized that
gender presentation would moderate the relationship between stimuli type and attitudes. I
predicted that those with more masculine gender presentation would report more negative
attitudes towards stimuli with gender essentialism cues than those with more feminine gender
presentation. Because gender presentation was measured on a continuous scale, I used
MEMORE to test this hypothesis. This moderation hypothesis was not supported and the main
effect of gender condition on attitudes was significant at different levels of gender presentation
(B = .02, 95% CI = -0.15-0.19).
Reproduction-Focused Stimuli and Identity Centrality (MEMORE)
I hypothesized that identity centrality would moderate the relationship between
reproduction stimuli cue type and attitudes, such that those high in sexual identity centrality
would have more negative attitudes towards stimuli with pronatalism cues than those low in
sexual identity centrality. Because identity centrality was measured using a continuous scale, I
used the MEMORE macro to test this hypothesis. Contrary to hypotheses, identity centrality did
not moderate the relationship between stimuli cue type and attitudes (B = -.11, 95% CI = -0.310.08). There were, however, different conditional effects of stimuli cue type on attitudes at
different levels of the moderator. At one standard deviation below the mean value of the
moderator (identity centrality score = 2.87), the effect of reproductive stimuli condition on
attitudes was not significant, however at the mean value (identity centrality score = 3.88) and one
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standard deviation above the mean (identity centrality score = 4.89), the effect of reproductive
stimuli condition on attitudes was significant. This indicates that although the moderation effect
was not significant, stimuli with pronatalism and reproductive/sexual autonomy cues may be
more important for attitudes among individuals with higher levels of sexual identity centrality.
Reproduction-Focused Stimuli and Pregnancy and Parenthood Attitudes (ANOVA)
I hypothesized that pregnancy and parenthood attitudes would moderate the relationship
between reproduction stimuli cue type and attitudes, such that those with positive attitudes
towards pregnancy and parenthood would have more positive attitudes towards stimuli with
pronatalism cues than those with negative pregnancy and parenthood attitudes. Pregnancy and
parenthood attitudes were each measured using one continuous survey item, however, the
distributions of these items were bimodal, such that most participants expressed markedly
negative or positive attitudes. Thus, I transformed the pregnancy and parenthood attitudes
variables into dichotomous categorical variables using a mean split. Because these moderators
were now dichotomous variables, I tested these moderation hypotheses using repeated-measures
ANOVA with stimuli condition as a within-subjects variable and the moderator as a betweensubjects variable. In the model examining pregnancy attitudes as a moderator, the interaction
between pregnancy attitudes and stimuli condition was marginally significant, (F(1, 96) = 3.22, p
< .10, η2 = .03). In the model examining parenthood attitudes as a moderator, the interaction
between parenthood attitudes and stimuli condition was significant (F(1, 95) = 7.90, p < .01 , η2
= .08; See Figure 4). Participants with positive attitudes towards parenthood reported positive
attitudes towards stimuli with pronatalism cues and stimuli with reproductive/sexual autonomy
cues, with stimuli with reproductive/sexual autonomy cues rated slightly higher. Participants
with negative attitudes towards parenthood, however, had much more positive attitudes towards
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stimuli with the reproductive/sexual autonomy cues compared to those with pronatalism cues.
This finding demonstrates some support of the hypothesized moderation effects of pregnancy
and parenthood attitudes.
Exploratory Demographic Patterns
Exploratory sociodemographic trends in the outcomes and moderator variables of interest
were explored using independent-samples t-tests. There were no significant differences between
White and non-White participants in attitudes towards stimuli with gender essentialism cues,
gender diversity cues, pronatalism cues, or reproductive/sexual autonomy cues. There were also
no significant differences in sexual identity centrality, gender presentation, pregnancy attitudes,
or parenthood attitudes.
Additionally, I examined differences in attitudes between participants with monosexual
sexual identities (i.e., lesbian or gay) and those with non-monosexual sexual identities (i.e.,
bisexual, pansexual, queer). There were no significant differences in attitudes towards the four
types of stimuli cues based on sexual identity. There were, however, significant differences in
sexual identity centrality, and gender presentation, and desire for pregnancy. Monosexual
participants reported significantly higher sexual identity centrality (M = 4.39, SD = .84)
compared to non-monosexual participants (M = 3.88, SD = .99), t(207) = -3.11, p < .01. Further,
monosexual participants reported significantly more masculine gender presentation (7 point scale
from 1 traditionally feminine to 7 traditionally masculine; M = 3.50, SD = 1.49) than nonmonosexual participants (M = 2.99, SD = .98), t(209) = -2.19, p < .05. There were no differences
in attitudes towards experiencing pregnancy or parenthood, however, there were differences in
desire to become pregnant and have a child among those who were childfree. Non-monosexual
individuals expressed a stronger desire to become pregnant in order to have a child at some point
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in their life (M = 3.98, SD = 2.46) than monosexual individuals (M = 2.36, SD = 2.21), t(130) =
3.54, p < .01. There was also a marginally significant difference in monosexual and nonmonosexual individuals’ desire for parenthood, p < .10.
I conducted independent-samples t-tests to examine differences in these attitudinal
variables between those who had an income lower than $30,000 and those who had an income of
$30,000 and above and there were no differences on any of the aforementioned variables.
Finally, I conducted correlations between participant age and participant attitudes. Participants
were all between the ages of 18 and 45. There were no correlations between age and stimuli
attitudes, sexual identity centrality, gender presentation, or desires for pregnancy or parenthood.
There were small significant correlations between age and attitudes towards experiencing
pregnancy (r = .14) and attitudes towards experiencing parenthood (r = .16) such that older
participants had more positive attitudes towards these experiences.
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Chapter 5. Studies 2 and 3 Methods: Testing the Effects of Environmental Cues on Identity
Threat and Health Care Engagement
Participants
Data were collected from 716 participants total. There were two strategies used to ensure
data quality. First, there was an attention check such that participants were asked their number of
pets in two separate questions, one towards the beginning and one near the end of the survey.
Participants who responded to the two questions in inconsistent ways (e.g., said they had no pets
and then indicated they had several pets) were removed from the sample (82 people total).
Additionally, for consistency with Study 1, I removed 72 participants who responded in a
straightlining pattern, defined as selecting the same survey answer to 12 consecutive clinic rating
questions with different meanings (Zhang & Conrad, 2014). Finally, I removed 10 participants
who were missing data for at least one full scale used to measure the outcomes of interest (e.g.,
belonging, trust, affect), leaving a final analysis sample of 529. There were no significant
differences in dichotomized race, income, or sexual orientation variables between the 187
removed participants and the final analysis sample of 529 participants.
For full participant characteristics for Studies 2 and 3, see Table 9. Participants in Study 2
were 265 LGBPQ-CW age 18-45 (M = 28.74) who indicated they were assigned female at birth
and did not identify as transgender. Forty-one percent of participants (n = 108) were White, 23%
(n = 60) were African American/Black, 17% (n= 46) were Hispanic/Latinx and 12% (n = 31)
were multiracial. Most participants identified as bisexual (n = 180, 68%), 16% (n = 43) identified
as lesbian, and 9% (n = 24) selected more than one sexual identity category. Thirty-seven percent
(n = 97) had a high school diploma or less, 40% (n = 107) had an Associate’s degree, had
completed college, or were currently enrolled in college, and 23% (n = 61) had a Bachelor’s or
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graduate degree. Half of the sample had an income of less than $30,000 (n = 141, 53%). Fortysix percent (n = 123) of participants reported having ever been pregnant and 40% (n = 106)
reported currently having children.
Participants in Study 3 were 264 LGBPQ-CW age 18-45 (M = 28.60) who indicated they
were assigned female at birth and did not identify as transgender. Forty-five percent of
participants (n = 118) were White, 21% (n = 55) were African American/Black, 16% (n= 42)
were Hispanic/Latinx and 12% (n = 32) were multiracial. Most participants identified as bisexual
(n = 164, 62%), 17% (n = 44) identified as lesbian, 9% (n = 23) identified as pansexual, and 8%
(n = 22) selected more than one sexual identity category. Forty percent (n = 105) had a high
school diploma or less, 40% (n = 106) had an Associate’s degree, had completed college, or were
currently enrolled in college, and 20% (n = 53) had a Bachelor’s or graduate degree.
Approximately half of the sample had an income of less than $30,000 (n = 147, 56%). Forty-four
percent (n = 115) of participants reported having ever been pregnant and 40% (n = 104) reported
currently having children.
Similar to Study 1, participants were recruited using Qualtrics Research Suite, an online
crowdsourcing platform commonly used for data collection in experimental studies(Qualtrics,
2019). Qualtrics Research Suite manages compensation and determines compensation rates
based on their population participant availability and has support services to ensure data quality
(Qualtrics, 2019). Participants in Study 1 were not eligible for Studies 2 or 3, with each study
having an independent sample. In order to determine sample size for conducting a parallel
mediation analysis, an a priori power analysis was conducted using an application for Monte
Carlo power analysis for indirect effects (Schoemann et al., 2017). This a priori analysis revealed
a sample size of 235 necessary for each study to reach a power of .80 using path modeling to

46
detect small effects. Consideration of this analysis, sample size suggestions in structural equation
modeling literature (Kline, 2015; Preacher et al., 2007) and participant attrition contributed to the
decision to have at least 260 participants per study for Studies 2 and 3.
Procedure
Qualtrics Research Suite contacted eligible participants who were given the option to
participate in the study. Participants who decided to participate clicked a Qualtrics survey link to
enter the study where they were able to read and agree to an online consent form. Participants
were screened to ensure that they met the eligibility criteria of being between 18 and 45 years of
age, being assigned female at birth, not identifying as transgender, and identifying as LGBPQ.
After consenting and screening as eligible, participants were randomized to participate in either
Study 2 or 3. Participants in Study 2 were randomized to either the gender essentialism or gender
diversity cue condition and participants in Study 3 were randomized to either the pronatalism or
reproductive/sexual autonomy cue condition. Participants were told to imagine that they were
going to attend a specific OB/GYN health clinic for the first time. Participants viewed stimuli
with cues representing either gender essentialism or gender diversity (Study 2) or representing
pronatalism or reproductive/sexual autonomy (Study 3) chosen based on the findings from Study
1. With the material visible on screen, participants were asked to respond to measures of the
variables of interest, including affective and cognitive measures of identity threat, screening
intentions, moderator variables, and demographic information. After completing the survey,
participants were debriefed and told that the health clinic presented was fictional. Upon
debriefing, they were also provided with links to several sites they could use to find an LGBTQ
competent health care provider and resources in the event of emotional distress in response to the
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survey. Participants received compensation for their participation through the Qualtrics Research
Suite in an amount determined by their recruitment system.
Materials
The analyses and rationale for selecting the final intake forms and posters for Studies 2
and 3 is described in chapter 4. Final materials for each condition in Studies 2 and 3 are available
in Appendix B.
Measures
Manipulation Checks and Quality Control. Participants completed one open-ended
question about their perceptions of the stimuli in order to do a qualitative analysis of perceptions
of the clinic in each condition, both as a manipulation check and as an additional way to examine
hypotheses. This question read, “Please describe the Valley Health Center poster and intake
form, what features you noticed, and what you thought of the health clinic.” Participants were
also asked to complete the same Likert-style scale to evaluate the stimuli on the four constructs
of interest (i.e., gender essentialism, gender diversity, pronatalism, and reproductive/sexual
autonomy) for manipulation check analysis. The two items for each construct were averaged to
create a gender essentialism score, gender diversity score, pronatalism score and
reproductive/sexual autonomy score.
State affect. In order to assess participants’ affect while thinking about attending the
presented clinic, I adapted the 20-item Positive and Negative Affect Schedule (PANAS) (Watson
et al., 1988) such that it was asked in the context of anticipating attending care at the presented
clinic. Participants were asked, “Imagine you are waiting for your appointment to start at Valley
Health Center. Read each statement and then indicate how you feel right now. I feel...”
Participants were asked to indicate what extent they are feeling a series of emotions on a scale
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from 1 (not at all) to 5 (extremely). Some of the positive affect items are, “interested,” “excited,”
and “strong.” Some of the negative affect items are, “scared,” “irritable,” and “nervous.”
Reliability for the positive affect subscale was .89 and reliability for the negative affect subscale
was .92. I chose this scale in order to examine both potential negative affect in the experience of
identity threat as well as potential identity safety in the experience of identity safety.
Trust and Expectations of Bias. Participants responded to an 8-item measure of trust
and expectations of bias at the health care clinic. This measure was adapted from the 11-item
measure used by Purdie-Vaughns et al. (2008) to measure organizational trust and comfort and a
scale previously used to measure expectations of bias in a university setting (Wilton et al., 2015).
The questions were reworded to focus on the experience of health care at the health care clinic
presented rather than a potential workplace. For this scale, participants were asked, “Based on
the Valley Health Center materials you just saw, please indicate your attitudes towards the clinic
and about receiving care at the clinic,” and responded on a 7-point Likert-scale from strongly
disagree to strongly agree. A sample item is, “I think I could "be myself" at a health clinic like
Valley Health Center.” Another sample item is, “I think that I would encounter bias at Valley
Health Center.” Items were reverse coded and scored such that higher scores indicate higher trust
and lower expectations of bias. The reliability for this scale in the current study was .91.
Sense of Belonging. To assess sense of belonging at the presented health clinic,
participants responded to three scales adapted from a measure of belonging in a university setting
(Mendoza-Denton et al., 2002). The participants responded to three items after being instructed
to “Select the number that best describes your feelings toward Valley Health Center. At Valley
Health Center, I (am).” Similar to the original scale, the scale of the first item ranges from
thrilled to be here (1) to miserable (10), the second ranges from definitely fit in (1) to do NOT fit
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in (10) and the third scale ranges from very welcome (1) to NOT welcome (10). Consistent with
original use, a composite score was created by reverse scoring the items and computing an
average score with higher scores indicating higher sense of belonging (Mendoza-Denton et al.,
2002). This scale was reliable with a Cronbach’s alpha of .70.
Trust and Belonging. Because trust and sense of belonging are conceptually similar and
were highly correlated (r = .75), I computed a singular scale capturing trust and belonging. Trust
was measured on a 7-point scale and sense of belonging on a 10-point scale. In order to compute
a scale including both types of items, each item was standardized and then z-scores were
averaged to create the final trust and belonging scale. This scale was reliable with a Cronbach’s
alpha of .93.
Health clinic attendance and screening intentions. Participants responded to a 6-item
Likert-scale to indicate their interest in attending and utilizing services at the presented health
clinic. They were asked the extent to which they agree with the statements on a 7-point scale
from 1 (strongly disagree) to 7 (strongly agree). Three items measure general engagement
intentions and three measure intentions to receive preventative screenings. An example item
measuring engagement intentions is, “I would want to attend this health clinic to receive sexual
and reproductive health care.” An example item measuring screening intentions is, “I would feel
comfortable receiving a pap test at this health clinic.” Finally, in order to include a behavioral
measure of health engagement, participants were asked a binary question about whether or not
they would be interested in receiving an email with more information about how to access clinics
like the one presented. The reliability score for this scale was .89.
Identity Centrality. Sexual identity centrality was measured using the same scale as in
Study 1, however, instead of using the phrase “LGBPQ,” the term was changed to “LGBTQ”
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based on participant qualitative feedback that the term LGBPQ was unfamiliar. The scale was
the 5-item identity centrality scale of the 27-item Lesbian, Gay, & Bisexual Identity Scale
(LGBIS; Mohr & Kendra, 2012). This scale had acceptable reliability in the sample for Studies 2
and 3 (α = .74).
Gender Presentation. To assess gender presentation, participants completed a two-item
measure of socially assigned gender nonconformity which was the same as that used in Study 1
(Wylie et al., 2010). The first item reads, “A person’s appearance, style, or dress may affect the
way people think of them. On average, how do you think people would describe your
appearance, style, or dress?” The second item reads, “A person’s mannerisms (such as the way
they walk or talk) may affect the way people think of them. On average, how do you think
people would describe your mannerisms?” Participants indicated their responses on a 7-point
Likert-scale from “very feminine” to “very masculine.” Reliability of this scale was .78.
Parenthood and Pregnancy Status, Goals, and Attitudes. Participants were asked to
report their parenthood status and their attitudes about pregnancy and parenthood using the same
measures as Study 1. Descriptive information for the moderator and outcome scales for Studies 2
and 3 is presented in Table 10.
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Chapter 6. Study 2 Results. Testing the Effects of Gender-Related Environmental Cues on
Identity Threat and Health Care Engagement
Study 2 Manipulation Check
As a manipulation check, I conducted independent samples t-tests to assess the
differences between the gender essentialism and gender diversity conditions on the gender
essentialism and gender diversity rating scores. Those in the gender essentialism condition rated
the clinic as significantly higher in gender essentialism (M = 3.28, SD = 1.03) than those in the
gender diversity condition (M = 2.47, SD = 1.15); t(261) = 5.99, p < .01. Those in the gender
diversity condition rated the clinic as significantly higher in gender diversity (M = 4.36, SD =
1.02) than those in the gender essentialism condition (M = 3.38, SD = 1.29), t(261) = -6.78, p = <
.01. This demonstrates that participants viewed stimuli consistently with the intended constructs
they were meant to represent.
Study 2 Predictions
In Study 2, I predicted a main effect of gender essentialism cues such that participants
exposed to the gender essentialism condition would report more negative affect, lower trust and
sense of belonging, and lower health care engagement intentions than those in the gender
diversity condition. I predicted that the relationship between cue type and identity threat
experience would be moderated by sexual identity centrality such that individuals higher in
sexuality identity centrality would experience more identity threat and lower health care
engagement intentions than those low in sexual identity centrality. Further, I predicted that the
relationship between cue type and identity threat experience would be moderated by gender
presentation such that individuals with more masculine gender presentation would experience
more identity threat and lower health care engagement intentions than those with more feminine
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gender presentation. Finally, I predicted a moderated serial mediation model in which cue type
would predict affective identity threat variables, which would in turn predict cognitive identity
threat variables, which would in turn predict health care engagement intentions, with this process
affected by identity centrality and gender presentation (See Figure 2 for full model).
Study 2 Analyses
Main Effects of Condition on Outcome Variables
As an initial test of the main effects hypotheses, I conducted independent samples t-tests
to examine mean differences on outcome variables between the gender essentialism and gender
diversity conditions. There were no significant differences in positive or negative affect between
the gender essentialism and gender diversity conditions. Because previous research suggests that
anxiety may be the specific affective state that is most affected during the experience of identity
threat, I also examined differences between conditions on one of the PANAS scale items that
assesses anxiety. Specifically, participants indicated the extent to which they felt “nervous.”
There was no significant difference on anxiety ratings between participants in the two conditions.
While there were no significant differences in affective identity threat, there were
significant differences in the cognitive identity threat measures and behavioral intentions of
interest. Consistent with hypotheses, participants in the gender diversity condition reported
higher trust and belonging in the clinic (M = 0.33, SD = 0.69) than participants in the gender
essentialism condition (M = -0.11, SD = 0.72), t(255) = -5.01, p < .001. Additionally, participants
in the gender diversity condition reported higher health care engagement intentions at the
presented clinic (M = 5.62, SD = 1.29) than participants in the gender essentialism condition (M
= 4.98, SD = 1.40), t(261) = -3.81, p < .001.
Testing Moderated Mediation Model: Identity Centrality as a Moderator
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I tested the pathways in the hypothesized theoretical model using Model 7 for moderated
mediation in Hayes (2012) PROCESS macro. The independent variable was condition (gender
essentialism vs gender diversity), the two mediator variables were anxiety and trust and
belonging, the outcome variable was health care engagement intentions, and the moderator was
identity centrality, which was tested a as a moderator for the relationship between X and M for
each mediator. In Step 1a of the full model, condition, identity centrality and the interaction
between the two were examined as predictors of anxiety. None of these variables significantly
predicted anxiety. In Step 1b of the full model, condition, identity centrality and the interaction
between the two were examined as predictors as trust and belonging. Condition was a significant
predictor of trust and belonging (β = 0.44, p < .001). Additionally, the interaction between
condition and identity centrality was significant (β = 0.19, p < .05), such that the effect of
condition was stronger at higher levels of identity centrality. In Step 2 of the full model, trust and
belonging, but not anxiety, was a significant predictor of health care engagement intentions (β =
1.63, p < .001). See Figure 5 for a visualization of the results for the full model.
Finally, Table 13 presents results for the conditional indirect effect of condition on health
care engagement intentions via the mediators at high and low values (±1 SD from mean) of
identity centrality. There was not a significant indirect effect of condition on health care
engagement intentions through anxiety at any level of identity centrality. The indirect effect of
condition on health care engagement intentions through trust and belonging, however, was
significant at mean, high, and low levels of identity centrality. The indirect effect was stronger at
higher levels of identity centrality and there was evidence of moderated mediation, evinced by a
bootstrapped confidence interval of the moderated mediation index that did not contain 0 (95%
bias-corrected CI: [0.04, 0.59]). While anxiety did not play a significant role in the relationship
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between condition and health care engagement intentions, there was a significant indirect effect
of condition on health care engagement intentions through trust and belonging, and this
relationship was moderated by identity centrality.
Testing Moderated Mediation Model: Gender Presentation as a Moderator
I tested the pathways in the hypothesized theoretical model using Model 7 for moderated
mediation in Hayes (2012) PROCESS macro. Similar to the previous analysis, the independent
variable was condition (gender essentialism vs gender diversity), the two mediator variables
were anxiety and trust and belonging, and the outcome variable was health care engagement
intentions. In this analysis, however, the moderator was gender presentation, with higher values
indicating more masculine presentation and lower values indicating more feminine presentation.
In Step 1a of the full model, condition, gender presentation and the interaction between the two
were examined as predictors of anxiety. None of these variables significantly predicted anxiety,
however, there was a marginally significant effect of gender presentation on anxiety (β = -.13 p <
.10), such that those with more masculine presentation reported lower anxiety. In Step 1b of the
full model, condition, gender presentation and the interaction between the two were examined as
predictors as trust and belonging. Condition was a significant predictor of trust and belonging (β
= 0.46, p < .001). Additionally, the interaction between condition and gender presentation was
marginally significant (β = 0.12, p < .10), such that the effect of condition was stronger among
those with more masculine presentation. In Step 2 of the full model, trust and belonging, but not
anxiety, was a significant predictor of health care engagement intentions (β = 1.63, p < .001). See
Figure 6 for a visualization of the results for the full model.
Finally, Table 14 presents results for the conditional indirect effect of condition on health
care engagement intentions via the mediators at high and low values (±1 SD from mean) of
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gender presentation. There was not a significant indirect effect of condition on health care
engagement intentions through anxiety at any level of gender presentation. The indirect effect of
condition on health care engagement intentions through trust and belonging, however, was
significant at mean, high, and low levels of identity centrality. The indirect effect was stronger at
higher levels of identity centrality and there was evidence of moderated mediation, evinced by a
bootstrapped confidence interval of the moderated mediation index that did not contain 0 (95%
bias-corrected CI: [0.01, 0.41]). While anxiety did not play a significant role in the relationship
between condition and health care engagement intentions, there was a significant indirect effect
of condition on health care engagement intentions through trust and belonging, and this
relationship was moderated by gender presentation.
Exploratory Demographic Patterns
In order to contextualize the present results and identify areas for future research, I
conducted exploratory analyses examining the mediator, moderator, and outcome variables in
relation to the demographic characteristics of age, race, sexuality, and income. First, I examined
patterns in the full Study 2 sample. I examined correlations between age, gender presentation,
identity centrality, affect variables, trust and belonging, health care engagement intentions, and
parenthood attitudes. Age was positively associated with attitudes towards parenthood such that
older participants had more positive attitudes (r = .17, p < .01). Next, I conducted independent
samples t-tests comparing values of the variables of interest by dichotomized race, sexuality, and
income categories. There were no differences between White participants and non-White
participants on any of the aforementioned variables. Participants with monosexual sexual
identities (e.g., lesbian, gay) reported more masculine gender presentation (M = 3.78, SD = 1.32)
than non-monosexual participants (M = 2.93, SD = 1.25), t(263) = -4.09, p < .001. Monosexual
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participants also reported higher identity centrality (M = 4.40, SD = 1.00) than non-monosexual
participants, t(263) = -3.21, p < .01. Further, non-monosexual participants reported higher
anxiety (M = 2.04, SD = 1.18) than monosexual participants (M = 1.61, SD = .99), t(263) = 2.23,
p < .05. There were no differences in any of the variables between participants with an annual
income above $30,000 or below $30,000.
After examining demographic patterns in the full Study 2 sample, I examined
demographic patterns among participants in each of the two conditions (i.e., gender essentialism
and gender diversity) on variables predicted to change based on condition, i.e., anxiety, trust and
belonging, and health care engagement intentions. Among participants in the gender essentialism
condition, non-White participants reported higher trust and belonging (M = .00; SD = .65) than
White participants (M = -.26, SD = .80), t(128) = 2.07, p < .05. Additionally, non-White
participants reported higher health care engagement intentions (M = 5.19, SD = 1.24) than White
participants (M = 4.68, SD = 1.54), t(132) = 2.14, p < .05. Among participants in the gender
diversity condition, White participants reported higher health care engagement intentions (M =
5.94, SD = 1.23) than non-White participants (M = 5.39, SD = 1.30), t(124) = -2.44, p < .05.
There were no significant differences in anxiety, trust and belonging or health care engagement
intentions between sexuality or income groups in the gender essentialism or in the gender
diversity condition.
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Chapter 7. Study 3 Results. Testing the Effects of Reproduction-Related Environmental
Cues on Identity Threat and Health Care Engagement
Study 3 Manipulation Check
As a manipulation check, I conducted independent samples t-tests to assess the
differences between the pronatalism and reproductive/sexual autonomy conditions on the
pronatalism and reproductive/sexual autonomy rating scores. Those in the pronatalism condition
rated the clinic as significantly higher in pronatalism (M = 2.94, SD = 1.09) than those in the
reproductive/sexual autonomy condition (M = 2.53, SD = 1.16); t(262) = 2.96, p < .01. Those in
the reproductive/sexual autonomy condition, however, did not rate the clinic as significantly
higher in reproductive/sexual autonomy (M = 4.12, SD = .87) than those in the pronatalism
condition (M = 3.96, SD = 1.02), t(262) = -1.41, p = .16. Thus, the stimuli with pronatalism cues
were rated highly in both pronatalism and reproductive/sexual autonomy, whereas the stimuli
with reproductive/sexual autonomy cues were rated highly only in reproductive/sexual
autonomy. This suggests that participants perceived both clinics with pronatalism cues and
clinics with reproductive/sexual autonomy cues as places where they could make choices about
health care and parenting, however, they did observe that the stimuli with pronatalism cues had a
greater focus more on pregnancy and parenting.
Study 3 Predictions
In Study 3, I predicted a main effect of pronatalism cues such that participants exposed to
the pronatalism condition would report more negative affect, lower trust and sense of belonging,
and lower health care engagement intentions. I predicted that the relationship between cue type
and identity threat would be moderated by sexual identity centrality such that individuals higher
in sexuality identity centrality would experience more identity threat and lower health care
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engagement intentions than those low in sexual identity centrality. Additionally, I predicted that
the relationship between cue type and identity threat experience would be moderated by
parenthood attitudes such that individuals with negative parenthood attitudes would experience
more identity threat and lower health care engagement intentions than those with positive
parenthood attitudes. In the full model, I predicted a moderated serial mediation in which cue
type would predict affective identity threat variables, which would in turn predict cognitive
identity threat variables, which would in turn predict health care engagement intentions, with
initial paths moderated by identity threat and parenthood attitudes. (See Figure 3 for full model).
Study 3 Analyses
Main Effects of Condition on Outcome Variables
As an initial test of the main effects hypotheses, I conducted independent samples t-tests
to examine mean differences on outcome variables between the pronatalism and
reproductive/sexual autonomy conditions. There were no significant differences in positive affect
between the pronatalism and reproductive/sexual autonomy conditions. While the differences
were not significant, participants in the pronatalism condition reported marginally higher
negative affect scores (M = 1.71, SD = .79) than those in the reproductive/sexual autonomy
condition (M = 1.56, SD = .71), t(261) = 1.65, p < .10. When comparing means by condition on
the one-item anxiety measure, however, there were significant differences. Participants in the
pronatalism condition reported higher anxiety (M = 2.31, SD = 1.24) than in the
reproductive/sexual autonomy condition (M = 1.98, SD = 1.14), t(262) = 2.23, p < .05.
In addition to significant differences in state anxiety, there were also significant
differences in the cognitive measures of identity threat and behavioral intentions of interest.
Consistent with hypotheses, participants in the reproductive/sexual autonomy condition reported
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higher trust and belonging in the clinic (M = 0.09, SD = 0.66) than participants in the pronatalism
condition (M = -0.25, SD = 0.81), t(259) = -3.67, p < .001. Additionally, participants in the
reproductive/sexual autonomy condition reported higher health care engagement intentions at the
presented clinic (M = 5.28, SD = 1.24) than participants in the pronatalism condition (M = 4.80,
SD = 1.41), t(262) = -2.94, p < .01.
Testing Moderated Mediation Model: Identity Centrality as a Moderator
I tested the pathways in the hypothesized theoretical model using Model 7 for moderated
mediation in Hayes (2012) PROCESS macro. The independent variable was condition
(pronatalism vs reproductive/sexual autonomy), the two mediator variables were anxiety and
trust and belonging, the outcome variable was health care engagement intentions, and the
moderator was identity centrality, which was tested a as a moderator for the relationship between
X and M for each mediator. In Step 1a of the full model, condition, identity centrality and the
interaction between the two were examined as predictors of anxiety. There was a significant
effect of condition on anxiety such that anxiety was higher for those in the pronatalism condition
(β = -0.33, p < .05). There was a marginally significant effect of identity centrality such that
higher identity centrality was associated with lower anxiety (β = -0.70, p < .05). Additionally,
there was a significant interaction between condition and identity centrality on anxiety such that
there was a significant relationship between anxiety and condition at low and mean levels of
identity centrality, but not at high levels of identity centrality. In Step 1b of the full model,
condition, identity centrality and the interaction between the two were examined as predictors as
trust and belonging. Condition was a significant predictor of trust and belonging (β = 0.33, p <
.001). There were no effects of identity centrality or the interaction between condition and
identity centrality on trust and belonging. In Step 2 of the full model, trust and belonging, but not
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anxiety, was a significant predictor of health care engagement intentions (β = 1.55, p < .001). See
Figure 7 for a visualization of the results for the full model.
Finally, Table 15 presents results for the conditional indirect effect of condition on health
care engagement intentions via the mediators at high and low values (±1 SD from mean) of
identity centrality. There was not a significant indirect effect of condition on health care
engagement intentions through anxiety at any level of identity centrality. The indirect effect of
condition on health care engagement intentions through trust and belonging, however, was
significant at mean, high, and low levels of identity centrality. The index for moderated
mediation was not significant, indicating that this indirect effect was not meaningfully different
at different levels of identity centrality. While anxiety did not play a significant role in the
relationship between condition and health care engagement intentions, there was a significant
indirect effect of condition on health care engagement intentions through trust and belonging, but
this relationship was not moderated by identity centrality.
Testing Moderated Mediation Model: Parenthood Attitudes as a Moderator
I tested the pathways in the hypothesized theoretical model using Model 7 for moderated
mediation in Hayes (2012) PROCESS macro. Similar to the previous analysis, the independent
variable was condition (pronatalism vs reproductive/sexual autonomy), the two mediator
variables were anxiety and trust and belonging, and the outcome variable was health care
engagement intentions. The moderator was parenthood attitudes, with lower values indicating
more negative attitudes about the thought of being a parent and higher values indicating more
positive attitudes towards parenthood. In Step 1a of the full model, condition, parenthood
attitudes and the interaction between the two were examined as predictors of anxiety. There was
a significant effect of condition on anxiety such that anxiety was higher for those in the
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pronatalism condition (β = -0.29, p < .05). There were no significant effects of parenthood
attitudes or the interaction between condition and parenthood attitudes on anxiety.
In Step 1b of the full model, condition, parenthood attitudes and the interaction between
the two were examined as predictors as trust and belonging. Condition was a significant
predictor of trust and belonging (β = 0.3, p < .001). There was also a significant relationship
between parenthood attitudes and trust and belonging such that those with more positive
parenthood attitudes had higher trust and belonging (β = 0.36, p < .01). Additionally, there was a
significant interaction between parenthood attitudes and condition on trust and belonging (β = 0.11, p < .05) such that at negative and mean levels of parenthood attitudes there was a
significant effect of condition on trust and belonging and for those with positive parenthood
attitudes, there was no significant relationship between condition and trust and belonging. See
Figure 8 for a visualization of the results for the full model.
Finally, Table 16 presents results for the conditional indirect effect of condition on health
care engagement intentions via the mediators at high and low values (±1 SD from mean) of
identity centrality. There was not a significant indirect effect of condition on health care
engagement intentions through anxiety at any level of parenthood attitudes. The indirect effect of
condition on health care engagement intentions through trust and belonging, however, was
significant at the mean level of parenthood attitudes and one standard deviation below the mean.
The indirect effect of condition on health care engagement intentions through trust and belonging
was not significant at one standard deviation above the mean level of parenthood attitudes (i.e.,
positive parenthood attitudes). The index for moderated mediation was significant, evinced by a
bootstrapped confidence interval of the moderated mediation index that did not contain 0 (95%
bias-corrected CI: [-0.30, -0.03]). While anxiety did not play a significant role in the relationship
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between condition and health care engagement intentions, there was a significant indirect effect
of condition on health care engagement intentions through trust and belonging, which was not
moderated by parenthood attitudes.
Exploratory Demographic Patterns
To contextualize the present results and identify areas for future study, I conducted
exploratory analyses examining the mediator, moderator, and outcome variables in relation to the
demographic characteristics of age, race, sexuality, and income. First, I examined patterns in the
full Study 3 sample. I examined correlations between age, gender presentation, identity
centrality, affect variables, trust and belonging, health care engagement intentions, and
parenthood attitudes. There was no significant correlation between age and the tested variables.
Next, I conducted independent samples t-tests comparing values of the variables of interest by
dichotomized race, sexuality, and income categories. There were no differences between White
participants and non-White participants on any of the aforementioned variables. Similar to Study
2, participants with monosexual sexual identities (e.g., lesbian, gay) reported more masculine
gender presentation (M = 3.55, SD = 1.62) than non-monosexual participants (M = 2.91, SD =
1.15), t(262) = -2.58, p < .01. Monosexual participants also reported higher identity centrality (M
= 4.20; SD = 1.10) than non-monosexual participants(M = 3.81, SD = 1.04), t(261) = -2.30, p <
.05. Further, non-monosexual participants reported higher health care engagement intentions (M
= 5.11, SD = 1.36) than monosexual participants (M = 4.68, SD = 1.24), t(262) = 1.98, p < .05.
Additionally, participants that had an annual income over $30,000 reported significantly more
masculine gender presentation (M = 3.23, SD = 1.28) than those with an annual income under
$30,000 (M = 2.84, SD = 1.23), t(262) = -2.55, p < .05.
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After examining patterns in the full Study 3 sample, I examined demographic patterns
among participants in each of the two conditions (i.e., pronatalism and reproductive/sexual
autonomy) on variables predicted to change based on condition, i.e., anxiety, trust and belonging,
and health care engagement intentions. Among participants in the pronatalism condition, White
participants reported higher health care intentions (M = 5.18, SD = 1.25) than non-White
participants (M = 4.63, SD = 1.38), t(129) = -2.39, p < .05. Non-monosexual participants in the
pronatalism condition reported higher anxiety (M = 2.43, SD = 1.26) than monosexual
participants (M = 1.90, SD = 1.09), t(133) = 2.09, p < .05. There were no differences related to
income in the pronatalism condition. Among participants in the reproductive/sexual autonomy
condition, there were no differences on mediator or outcome variables with regard to race,
sexuality, or income categories.
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Chapter 8. Discussion of Findings, Implications, and Conclusion
In the present project, I conducted three studies to examine the effects of two sets of
cultural norms on experiences of identity threat and health care intentions among LGBPQ
cisgender women. I examined the effects of OB/GYN care stimuli with cues that represented
either gender essentialism or gender diversity, or either pronatalism or reproductive/sexual
autonomy. In Study 1, I pretested stimuli and found preliminary support for hypotheses, such
that participants had more positive attitudes toward stimuli with gender diversity cues compared
to those gender essentialism cues and more positive attitudes about stimuli with
reproductive/sexual autonomy cues compared to those with pronatalism cues. In Studies 2 and 3,
I found additional support for the identity threat effects of gender essentialism and pronatalism,
compared to more inclusive alternatives. This examination is one of the first studies to examine
the effects of identity threat and safety cues for sexual minority women in health care and is the
first to explicitly examine cues related to gender essentialism and reproductive norms.
In Study 2, I predicted that condition (gender essentialism vs gender diversity) would
predict anxiety and trust and belonging at the hypothetical clinic, which would in turn predict
health care engagement intentions. I found that the indirect pathway through the mediator of trust
and belonging was significant, but the pathway through anxiety was not. Overall, this provides
partial support for the proposed model and suggests that gender essentialist cues serve as an
identity threat for LGBPQ individuals, even among those that are cisgender. The moderating role
of sexual identity centrality provides additional support for the prediction that gender
essentialism would be threatening to LGBPQ-CW. The relationship between condition and trust
and belonging was stronger for people with higher sexual identity centrality, indicating that
gender essentialist cues were more threatening (and gender diversity cues more safety-

65
producing) for participants whose LGBTQ identity was more important to their sense of self.
Further, gender presentation was a marginally significant moderator of the relationship between
condition and trust and belonging, such that the relationship was stronger for those with more
masculine presentation. While additional research is needed to examine the role of gender
presentation in the interpretation of health care cues, this suggests that one’s gender presentation
may affect how threatening gender essentialism cues are perceived, which may affect health care
engagement for more masculine-presenting LGBPQ-CW.
While there is an incredible about of heterogeneity in the umbrella category “LGBTQ,”
these findings suggest that even for cisgender LGBPQ women, extending beyond the gender
binary may be necessary for creating safe, inclusive health care environments. Previous research
has established that LGBTQ individuals have a different relationship to gender norms, identity
and presentation (Levitt, 2019), and this study provides additional evidence for how traditional
heteronormative gender norms may contribute to identity threat for LGBTQ individuals. Because
the gender diversity stimuli included a rainbow image, it is also possible that this image was
perceived as a general signifier of LGBTQ safety, which contributed to differences in trust and
belonging. Many participants in their qualitative evaluations of stimuli in Study 1, however, did
explicitly mention that gender diversity-related language contributed to their perceptions of the
clinics as inclusive.
Finally, anxiety was not a significant mediator of the relationship between condition and
health care engagement intentions. This could be in part because the online study did not
successfully make participants feel on an affective level that they were anticipating receiving
care. Additionally, this could be because of the strength of the relationship between trust and
belonging and health care engagement intentions. In real life, people often make health care
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engagement decisions using a whole host of factors, including provider factors, clinic factors,
insurance factors, logistical factors, and others. In the absence of this information, trust and
belonging was a strong predictor of health care engagement intentions.
In Study 3, I tested a similar model with pronatalism vs reproductive/sexual autonomy
cues as the predictor instead of explicitly gender-related cues. Similar to in Study 2, there was a
significant indirect pathway such that condition predicted trust and belonging, which predicted
health care engagement intentions. While there was no indirect effect of condition on health care
engagement intentions through anxiety, condition did predict anxiety which was moderated by
sexual identity centrality, such that condition was a stronger predictor of anxiety for those low in
identity centrality. Contrary to Study 2, identity centrality did not moderate the relationship
between condition and trust and belonging in Study 3. Parenthood attitudes (i.e., one’s attitude
towards the thought of experiencing parenthood) did moderate the relationship between
condition and trust and belonging such that there was a stronger relationship between condition
and trust and belonging for those with more negative attitudes towards parenthood. This pattern
was similar to the pattern found in Study 1, such that for those with positive parenthood attitudes,
trust and belonging was similar for the pronatalism and reproductive/sexual autonomy conditions
but for those with negative parenthood attitudes, those in the pronatalism condition had lower
trust and belonging and health care engagement intentions. Even though this model was tested in
a sample of LGBPQ-CW, these findings suggest that sexual identity is not necessarily central to
the experience of pronatalism cues as threatening, but rather pronatalist cues may be threatening
for anyone with negative attitudes towards parenthood and those who are childfree or
uninterested in parenting. While several studies have demonstrated bias against childfree
individuals (Hintz & Brown, 2019; Koropeckyj-Cox et al., 2018; Verniers, 2020), this may be
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the first experimental study to examine the experience of reproductive stigma from the target’s
perspective (Swim & Stangor, 1998). This finding demonstrates that cues related to reproductive
norms, e.g., pronatalism, can indeed contribute to identity threat for those with negative attitudes
towards parenthood and even undermine health care engagement. Future research should
continue to identify who is affected by these types of reproductive stigma, with particular
consideration to those who are already known to experience reproductive stigma due to
pronatalist norms, e.g., infertile individuals, those who have had abortions.
Therefore, these studies provide evidence that cues representing different cultural norms
in OB/GYN care contexts may contribute to LGBPQ identity threat/safety and health care
engagement intentions. Gender essentialism and pronatalism are currently understudied cultures
that may contribute to perceptions of exclusion and expectations of bias on the part of LGBPQ
individuals seeking care. While the four cultures I examined in the present project were rooted in
existing interdisciplinary theory, there was variance in the extent to which participants perceived
the stimuli as representing the constructs of interest. Specifically, based on qualitative insights, it
seems that the constructs of gender essentialism, gender diversity, and pronatalism were
understood by participants when viewing the relevant stimuli. The stimuli with
reproductive/sexual autonomy cues, however, were more ambiguous in nature and numerous
participants perceived them as basic or standard health care materials. This does not detract from
the finding of pronatalist cues being experienced as identity-threatening to participants with
negative parenthood attitudes but does suggest that future research should test positive
alternatives that more definitively enable participants to feel a sense of reproductive/sexual
autonomy in care contexts.

68
While the stimuli tested and used in the present study successfully enabled a test of the
hypotheses of interest, these stimuli should not necessarily be used by medical professionals as
models for real clinic stimuli. Several participants and individuals who provided feedback on the
study have noted that these stimuli may not be perceived as fully inclusive by transmasculine
individuals and non-binary individuals assigned female at birth, for example. Efforts to create
inclusive educational and advertising materials should be conducted in collaboration with
community members of diverse backgrounds in the local communities in which health care
clinics serve. Several LGBTQ groups have put together guidelines for inclusive forms that
should be seen as a source of guidance, such as guidelines from the Fenway Institute (Bradford
et al., 2014), the Gay and Lesbian Medical Association (GLMA, 2006), and One Colorado
(Colorado, 2019). I do hope, however, that this work will encourage providers, health care staff,
researchers, and others hoping to create inclusive cultures to take seriously the potential role of
gender essentialism and pronatalism in signaling threat for certain groups, namely LGBPQ
individuals and those who are childfree.
Demographic Patterns
In addition to testing the main hypotheses, I examined exploratory demographic patterns
to examine differential effects of the stimuli cues on participant identity safety and threat related
to sociodemographic factors. I also examined the relationship between sociodemographic factors
and the moderators of interest. While there were no differences between White and non-White
participants in Study 1 on attitudes towards the different types of stimuli cues, there were notable
differences in the gender essentialism and gender diversity conditions in Study 2 and the
pronatalism condition of Study 1 based on race. Among participants in the gender essentialism
condition, non-White participants reported higher trust and belonging and health care

69
engagement intentions than White participants. Among participants in the gender diversity
condition, non-White participants reported lower health care engagement intentions than White
participants. These differences were driven by larger differences in health care engagement
intentions between conditions among White participants (gender essentialism M = 4.68; gender
diversity M = 5.94). Non-White participants still had higher health care engagement intentions in
the gender diversity condition (M = 5.39) than in the gender essentialism condition (M = 5.19).
One interpretation of this is that the gender essentialism condition was more threatening to White
participants and the gender diversity condition was more safety-inducing to White participants
compared to non-White participants. These two stimuli are matched in terms of racial
representation (i.e., both contain clipart of racially diverse providers), so this difference is not
driven by racial identity cues. Perceptions of personal femininity and gender more broadly are
often contextualized by one’s racialization and racial identity, with the construct of traditional
femininity often representing a Eurocentric view of femininity (Davis et al., 2018). Additionally,
one study on Black and White women’s perspective on femininity found that White women
perceived traditional gender ideology, which was not the case for Black women (Cole & Zucker,
2007). While the present analysis was not comparing only White and Black women, this past
research suggests that White women may perceive gender essentialism as a signal that the clinic
rejects inclusive and feminist values more frequently than non-White women. That said, this
work did not focus exclusively on the experiences of racially minoritized women and additional
research is needed to better understand these effects.
While there were no differences in outcomes based on race in the reproductive/sexual
autonomy condition, White participants in the pronatalism condition reported higher health care
intentions (M = 5.18) than non-White participants (M = 4.63). In previous scholarship, I wrote
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about the intersections between race and natalist norms, with more privileged, higher status
women being more likely to experience pronatalist norms and more marginalized, lower status
women being more likely to experience antinatalist norms, i.e., expectations, societal pressures
and institutions that aim to limit reproduction (Fikslin, 2021). Thus, non-White participants may
perceive pronatalism stimuli as reinforcing a broader system that reinforces White supremacy by
supporting reproduction among White women and harming women of color that aspire to
experience or experience pregnancy. Relatedly, women of color, particularly Black women,
experience inequities in maternal mortality and birth outcomes compared to White women,
which may make a clinic that focuses on babies rather than the needs of mothers themselves may
be especially threatening for women of color. Finally, there are numerous stereotypes related to
sexuality and motherhood for Black and Latina women in particular that include assumptions
about sexual promiscuity and pregnancy outside of the context of marriage (Rosenthal & Lobel,
2016). While the image included an image of a Black pregnant woman and a White pregnant
woman, it is possible that women in color, and particularly Black and Latinx women, may have
had a stereotype threat reaction to these stimuli in addition to the threatening effect experienced
by White participants. This phenomenon has been found in similar studies examining threatening
cues in health care with more explicit stereotype threat manipulations (Abdou & Fingerhut,
2014).
I also examined patterns related to sexuality, particularly, comparing participants with
monosexual identities (i.e., lesbian, gay) to those with non-monosexual identities (i.e., bisexual,
pansexual, queer). Across all three studies, monosexual individuals had higher sexual identity
centrality and more masculine gender presentation on average compared to non-monosexual
individuals. These findings are consistent with past research demonstrating that bisexuals tend to
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have lower identity centrality than lesbians (Calhoun, 2018; Dyar et al., 2015) and suggest that
gender essentialist stimuli cues are more threatening to those with monosexual identities due to
having higher sexual identity centrality. Additionally, past research has demonstrated that more
masculine presenting LGBPQ-CW received poorer treatment while experiencing care and have
more trouble finding affirming health care providers (Hiestand et al., 2007). While the
moderating effect of gender presentation in the present study was only marginally significant,
researchers should continue to explore the intersections between sexual identity and gender
presentation in health care engagement.
In studies 1 and 2, there was a significant correlation between age and parenthood
attitudes, such that younger participants had more negative attitudes towards parenthood than
older participants. Because many participants in the sample were young adults, this finding may
indicate that many participants currently have negative attitudes towards parenthood but may
have more positive attitudes if they decide to pursue parenthood when they are slightly older.
This trend, however, may also represent societal shifts in attitudes about having children such
that a growing number of young people desire to be childfree (Brown, 2021). Either way,
because parenthood attitudes was a moderator of the relationship between condition in Study 3
and trust and belonging, this suggests that pronatalist cues may be particularly threatening to
young LGBPQ individuals or younger adults in general.
Strengths and Limitations
There are several key strengths of the present work. The present work is driven by
interdisciplinary theory, utilizes rigorous experimental design, is informed by previously
conducted qualitative interviews with LGBPQ-CW, and has practical implications for
interventions to improve LGBPQ-CW health care. It is one of the few experimental studies
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aimed at understanding social identity threat experiences for LGBPQ-CW in health care.
Additionally, this research calls into question aspects of normative cultures, primarily gender
essentialism and pronatalism, and finds support for the identity-threatening effects of these
cultures for LGBPQ-CW. Especially considering existing inequities for this population,
examining threatening cultures in the context of OB/GYN care is specifically relevant for
promoting preventative health care. I hope that this research inspires additional research
examining these norms across contexts and how these may contribute to identity threat for both
LGBTQ and heterosexual and cisgender people alike. Specifically, this is the first study to
experimentally examine the potential consequences of reproductive norms for those that violate
those norms, which is an understudied area in psychology (Fikslin, 2021). Additionally, because
this project integrates interdisciplinary theories and perspectives, it has the potential to inform
work in related areas across disciplines.
This study contributes to the body of literature and theorizing about social identity threat,
trust and belonging, and health behavioral intentions. This work adds support to the literature on
the important role of trust and belonging in engagement in workplaces and healthcare settings.
Also, this research provides additional support for the important role of identity centrality in the
experience of social identity threat. Additionally, utilizing some qualitative questions in the
context of the quantitative studies enabled us to take a more complex look at how LGBPQ-CW
participants were perceiving the stimuli in the studies.
There are also several key limitations to the present series of studies. First, I did not take
a thoroughly intersectional approach in the present study. I was intentional about collecting data
such that the samples were not majority White, however, as previously noted, there are many
avenues for exploration that take more seriously the intersections between gender, sexual
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identity, and racialization. While I conducted exploratory analyses to identify areas for future
research, the present analyses largely treat LGBPQ-CW as one population without sufficient
attention to the heterogeneity in this population. In particular, additional research should explore
racialized perceptions of gender essentialism and traditional femininity to create spaces that are
inclusive with regard to intersecting racial, gender, and sexual identities in the context of health
care availability and affordability. Additionally, the potential effects of racialized stereotypes
related to sexuality and motherhood, such as those applied to Black and Latinx women, should
be more meaningfully considered in their intersections with gender essentialist and pronatalist
cues (Rosenthal & Lobel, 2016; Rosenthal et al., 2020).
Similarly, a major limitation of this project is that it focused exclusively on cisgender
women. I made this decision to minimize harm for participants taking the study, based on the
idea that gender essentialist cues would be more harmful and identity-threatening to transgender
participants assigned female at birth, for whom gender essentialism and language such as
“women’s health” may be more likely to cause distress and experiences of gender dysphoria
(Stroumsa & Wu, 2018). The limitation of conducting this research without considering nonbinary and transmasculine participants, however, is that the perspectives of those most harmed
by cultural norms of gender essentialism and pronatalism are not included in the present work.
Instead, cisgender perspectives are centered here, which provides a limited assessment of the
consequences of these cultural norms for LGBTQ experiences. Transgender people assigned
female at birth often experience mistreatment in OB/GYN care and these experiences must be
centered in efforts to truly design inclusive health care environments. The present study,
however, does advance our understanding of the breadth of the consequences of gender
essentialism and pronatalism for LGBTQ individuals, such that it suggests that these norms
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affect cisgender individuals in addition to transgender individuals. Working to challenge and
transform these cultures is essential for the creation of environments where LGBTQ people feel
respected and safe accessing health care.
Another key limitation that I mentioned previously is the fact that these studies were
online studies about OB/GYN care in which I used fictional clinic materials that I created. As
this project did not happen in an actual health care setting, I do not know if these effects would
occur in the context of real health care decision-making when people have a lot more
information about the places they may go to receive care. That said, I think the implications of
this work have important practical implications for designing more equitable health care
environments. There are practical next steps for research as well, such as doing a collection and
content analysis of existing intake forms to determine how frequently these cultural norms are
present in care and inform efforts to adapt existing materials in real clinic contexts.
Further, in these studies, I decided to focus on health care engagement intentions in the
context of different health care cultures. I did not meaningfully address some of the main issues
that affect LGBTQ individuals’ ability to access sexual and reproductive health care: health care
accessibility and affordability. Improving the cultures in existing health care environments can
only support the identity safety and well-being of patients who have the economic means to
access those health care environments in the first place. To truly improve LGBTQ health,
especially for the most marginalized, it is crucial to enhance health care accessibility. A majority
of Americans now believe that the U.S. government is responsible for ensuring that the
American public has health care coverage (Jones, 2020). Ensuring health care for all, including
access to OB/GYN care and gender-affirming care, is necessary for promoting health in LGBTQ
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communities, who experience health inequities in the context of socioeconomic inequities
(Rosentel et al., 2020).
Finally, as part of the design for this study, I decided to expose participants to stimuli
with cues that I expected that they would experience as identity-threatening. While I took efforts
to minimize discomfort such as providing resources at the end of the study to support
participants in finding LGBTQ inclusive health care, I did also choose to intentionally create a
potential stigma experience for participants. In the future, I aim to utilize methodology in which I
am not contributing to the stigmatization of communities I ultimately aim to support and for
whom I desire to improve care and quality of life. Social psychologists in particular should
seriously consider the collective consequences for marginalized communities designing studies
in which certain experimental conditions or survey or interview instruments actively stigmatize
participants, with attention to existing work on this topic (Gabbidon & Chenneville, 2021).

Conclusion
The present work enhances our understanding of how heterosexist ideologies perceptible
in OB/GYN care environments, namely gender essentialism and pronatalism, undermine or
LGBPQ-CW health care engagement in sexual and reproductive health care. This project
contributes to our understanding of how underlying ideologies in health care environments affect
LGBPQ-CW in OB/GYN care and how these effects differ based on identity centrality, gender
presentation, and parenthood attitudes. Gender diversity and reproductive/sexual autonomy may
be useful frameworks for creating identity-safe alternatives to heterosexist cultures to promote
LGBPQ-CW well-being in health care settings. Especially considering the sexual and
reproductive health inequities that LGBPQ-CW face, understanding these ideologies that
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contribute to OB/GYN care engagement is crucial for improving health and well-being for
LGBPQ-CW. I hope that this work may inspire future research and clinical efforts to transform
health care cultures in the name of LGBTQ equity and inclusion. Beyond health care settings, I
hope that this work encourages people to notice the ways gender essentialism and pronatalism
show up in our interpersonal relationships, families, cultures, and institutions. Challenging these
norm systems is essential to promoting reproductive justice and creating cultures and institutions
that truly promote autonomy, respect, and belonging for everyone.
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Table 1
Study 1 Participant Characteristics (N = 213)
Characteristic

M or N

SD or %

Demographics
Age (18-45)
Political ideology (1 Very Liberal - 6 Very Conservative)
Religiosity (1 Not at All Religious - 5 Extremely Religious)
Race/Ethnicity (n = 212)a
African American/Black
American Indian and Alaska Native
East Asian
Hispanic/Latinx
Middle Eastern
South Asian
Southeast Asian
White
Other
Multiracial/multiple categories selected
Sexual Orientation (n = 213)
Bisexual
Lesbian
Pansexual
Queer
Gay
Multiple categories selected
Relationship Status (n = 212)a
Single
casually dating
I have a monogamous sexual/romantic partner
I have more than one sexual/romantic partner
I am married or in a domestic partnership
multiple categories selected
Relationship Approach (n = 211)a
I prefer not to engage in serious partnerships
I am monogamous in my approach to relationships
I am non-monogamous in my approach to relationships
Education (n = 213)
High school diploma or less
Associate's Degree, some college, or currently enrolled in college
Bachelor's degree or graduate degree
Do you have health insurance? (n = 213)
Yes
No
Religion (n = 213)
Agnostic
Athiest
Buddhist

M
28.4225
2.5258
1.8302
N
44
1
5
36
1
1
3
84
2
35
N
128
41
20
3
5
16
N
66
14
53
8
52
19
N
26
153
32
N
71
84
58
N
173
40
N
45
25
5

SD
7.63
1.22
0.95
%
20.7
0.5
2.3
16.9
0.5
0.5
1.4
39.4
0.9
16.4
%
60.1
19.2
9.4
1.4
2.3
7.5
%
31.0
6.6
24.9
3.8
24.4
8.9
%
12.2
71.8
15.0
%
33.3
39.4
27.2
%
81.2
18.8
%
21.1
11.7
2.3
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Christian – Catholic
Christian – Protestant
Christian – Other
Jewish
Muslim
Other
Type of Area (n = 211)a
Rural
Suburban
Urban
Income (n = 212)a
Less than $10,000
$10,000 - $29,999
$30,000 - $59,999
$60,000 and above
Pregnancy and Parenting
Pregnant ever (n = 212)a
Yes
No
Pregnancy to term and given birth (either by C-section or vaginal birth) (n
= 73; only asked if pregnant ever)
Yes
No
Consider yourself to be parent (n = 212)a
Yes
No
Currently have children (n = 213)
Yes
No
Attitudes about having children (n = 147; only asked if currently childfree)
I do not want any children
I do not want children, but I would consider it if a partner wanted children or
already had children
I do not have a strong preference for having or not having children
I want to have children by becoming pregnant and giving birth (by vaginal birth
or C-section)
I want to have children by a means other than becoming pregnant and giving
birth (e.g., adoption, partner pregnancy, step-parenting, foster parenting, etc.)
I want to have children and I do not have a strong preference for giving birth or
not
I wanted to have children, but I do not think I will be able to have children
(please specify reason)
Attitudes about having children (n = 66; only asked if currently have
children)
I have as many children as I want
I have as many children as I want, but I would consider having or parenting
more children if a partner had or wanted children
I have as many children as I want and I do not have a strong preference for
having or not having more children
I want to have more children by becoming pregnant and giving birth

33
11
49
3
5
37
N
35
116
60
N
48
70
56
38

15.5
5.2
23.0
1.4
2.3
17.4
%
16.4
54.5
28.2
%
22.5
32.9
26.3
17.8

N
73
139

%
34.3
65.3

N

%

54
19
N
84
128
N
66
147
N
31

74.0
26.0
%
39.4
60.1
%
31.0
69.0
%
14.6

19

8.9

17

8.0

23

10.8

26

12.2

23

10.8

8

3.8

N

%

24

11.3

9

4.2

6

2.8

12

5.6
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I want to have children by a means other than becoming pregnant and giving
birth (e.g., adoption, partner pregnancy, step-parenting, foster parenting, etc.)
I want to have more children and I do not have a strong preference for giving
birth or not
I wanted to have more children, but I do not think I will be able to have children
(please specify reason)
I have more children than I want
a
Sample sizes vary slightly due to missing data

4

1.9

2

0.9

6

2.8

3

1.4
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Table 2
Study 1 Paired Samples T-Tests Comparing Ratings of Gender Essentialism and Gender
Diversity Posters

GE rating
GD rating
PRO rating
SRA rating

Comparing Gender Essentialism (GE) Posters
GE1 Poster
GE2 Poster
M
SD
M
SD
t-value
3.61
1.05
3.52
0.97
0.69
2.83
1.33
2.91
1.10
-0.70
3.06
1.06
2.89
1.07
1.90+
3.84
1.01
3.71
1.09
1.04

GE rating
GD rating
PRO rating
SRA rating

Comparing Gender Diversity (GD) Posters
GD1 Poster
GD2 Poster
M
SD
M
SD
t-value
2.48
1.18
2.33
1.00
1.24
4.39
0.91
4.24
1.06
1.70+
2.31
1.10
2.18
1.04
0.91
4.36
0.83
4.17
0.92
1.89+

GE rating
GD rating
PRO rating
SRA rating

Comparing GE1 and GD1 Posters
GE1 Poster
GD1 Poster
M
SD
M
SD
3.61
1.05
2.48
1.18
2.83
1.33
4.39
0.91
3.06
1.06
2.31
1.10
3.84
1.01
4.36
0.83

GE rating
GD rating
PRO rating
SRA rating

Comparing GE2 and GD2 Posters
GE2 Poster
GD2 Poster
M
SD
M
SD
3.52
0.97
2.33
1.00
2.91
1.10
4.24
1.06
2.89
1.07
2.18
1.04
3.71
1.09
4.17
0.92

N = 63

+p

< .10; marginal significance
**p < .01; significant

t-value
5.61**
-7.92**
5.18**
-4.05**

t-value
7.65**
-7.38**
5.78**
-3.28**
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Table 3
Study 1 Paired Samples T-Tests Comparing Ratings of Gender Essentialism and Gender
Diversity Intake Forms

N = 48
GE rating
GD rating
PRO rating
SRA rating

GE rating
GD rating
PRO rating
SRA rating

Comparing Gender Essentialism (GE) Intake Forms
GE1 Intake Form
GE2 Intake Form
M
SD
M
SD
t-value
3.63
0.95
3.54
1.00
0.58
1.00
2.43
1.44
2.28
1.26
3.17
1.01
3.10
0.96
0.51
2.94
1.24
2.94
1.06
0.00
Comparing Gender Diversity (GD) Intake Forms
GD1 Intake Form
M
SD
2.59
1.01
4.36
2.73
3.89

0.73
0.99
0.84

GD2 Intake Form
M
SD
2.61
1.31
4.51
2.87
3.97

0.62
1.20
0.87

t-value
-0.16
-1.64+
-0.85
-0.66

GE rating
GD rating
PRO rating
SRA rating

Comparing GE1 and GD1 Intake Forms
GE1 Intake Form
GD1 Intake Form
M
SD
M
SD
t-value
3.63
0.95
2.59
1.01
4.89**
-7.74**
2.43
1.44
4.36
0.73
3.17
1.01
2.73
0.99
3.15**
2.94
1.24
3.89
0.84
-4.22**

GE rating
GD rating
PRO rating
SRA rating

Comparing GE2 and GD2 Intake Forms
GE2 Intake Form
GD2 Intake Form
M
SD
M
SD
t-value
3.54
1.00
2.61
1.31
3.52**
-9.58**
2.28
1.26
4.51
0.62
3.10
0.96
2.87
1.20
1.42
2.94
1.06
3.97
0.87
-5.50**

+p

< .11; marginal significance
**p < .01; significant
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Table 4
Study 1 Paired Samples T-Tests Comparing Ratings of Pronatalism and Reproductive/Sexual
autonomy Posters
Comparing Pronatalism (PRO) Posters
N = 48
PRO1 Poster
PRO2 Poster
M
SD
M
SD
t-value
GE rating
3.01
0.92
3.40
0.91
-3.31**
GD rating
3.30
1.09
2.96
1.16
2.09*
PRO rating
3.18
1.04
3.68
1.05
-3.07**
SRA rating
3.81
1.15
3.61
1.14
1.29
Comparing Reproductive/Sexual Autonomy (SRA) Posters
SRA1 Poster
SRA2 Poster
M
SD
M
SD
t-value
GE rating
2.92
0.79
2.77
0.93
1.27
GD rating
3.52
0.95
3.51
1.00
0.07
PRO rating
2.82
1.04
2.71
0.96
0.85
SRA rating
4.09
0.78
3.93
0.99
1.18
Comparing PRO1 and SRA1 Posters
PRO1 Poster
SRA1 Poster
M
SD
M
SD
t-value
GE rating
3.01
0.92
2.92
0.79
0.67
GD rating
3.30
1.09
3.52
0.95
-1.34
PRO rating
3.18
1.04
2.82
1.04
2.04*
SRA rating
3.81
1.15
4.09
0.78
-1.80+
Comparing PRO2 and SRA2 Posters
PRO2 Poster
SRA2 Poster
M
SD
M
SD
t-value
GE rating
3.40
0.91
2.77
0.93
3.76**
GD rating
2.96
1.16
3.51
1.00
-3.43**
PRO rating
3.68
1.05
2.71
0.96
5.10**
SRA rating
3.61
1.14
3.93
0.99
-1.97+
+
p < .10; marginal significance
*p < .05; significant
**p < .01; significant
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Table 5
Study 1 Paired Samples T-Tests Comparing Ratings of Pronatalism and Reproductive/Sexual
Autonomy Intake Forms
Comparing Pronatalism (PRO) Intake Forms
N = 53
PRO1 Intake Form
PRO2 Intake Form
M
SD
M
SD
t-value
GE rating
3.16
1.11
3.25
0.92
-0.66
GD rating
3.19
1.12
3.00
1.14
1.35
PRO rating
3.42
1.22
3.30
1.20
0.64
SRA rating
3.56
1.20
3.55
1.17
0.06
Comparing Reproductive/Sexual Autonomy (SRA) Intake Forms
SRA1 Intake Form
SRA2 Intake Form
M
SD
M
SD
t-value
GE rating
2.63
1.05
2.51
0.96
0.96
GD rating
3.75
1.07
3.74
1.12
0.06
PRO rating
2.73
1.31
2.57
1.35
1.32
SRA rating
4.14
0.85
4.03
1.07
0.82
Comparing PRO1 and SRA1 Intake Forms
PRO1 Intake Form
SRA1 Intake Form
M
SD
M
SD
t-value
GE rating
3.16
1.11
2.63
1.05
2.90*
GD rating
3.19
1.12
3.75
1.07
-3.41**
PRO rating
3.42
1.22
2.73
1.31
3.33**
SRA rating
3.56
1.20
4.14
0.85
-3.48**
Comparing PRO2 and SRA2 Intake Forms
PRO2 Intake Form
SRA2 Intake Form
M
SD
M
SD
t-value
GE rating
3.25
0.92
2.51
0.96
4.48**
GD rating
3.00
1.14
3.74
1.12
-3.87**
PRO rating
3.30
1.20
2.57
1.35
4.05**
SRA rating
3.55
1.17
4.03
1.07
-2.41*
+
p < .10; marginal significance
*p < .05; significant
**p < .01; significant
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Table 6
Study 1 Paired Samples T-Tests Comparing Attitudes toward Stimuli with Gender Essentialism
Cues and Gender Diversity Cues

a

n = 62

Attitude
n = 60b
Attitude
n = 59

Comparing Gender Essentialism and Gender Diversity Posters
GE1 Poster
GD1 Poster
M
SD
M
SD
t-value
3.66
1.14
4.58
0.74
-5.81**
GE2 Poster
M
SD
3.78
1.09

GD2 Poster
M
SD
4.47
0.85

t-value
-4.41**

GE Posters Combined
GD Posters Combined
M
SD
M
SD
t-value
3.70
0.95
4.52
0.72
-6.36**
Attitude
Comparing Gender Essentialism and Gender Diversity Intake Forms
a
n = 47
GE1 Intake Form
GD1 Intake Form
M
SD
M
SD
t-value
-6.31**
Attitude
2.89
1.13
4.11
0.81
a
n = 47
GE2 Intake Form
GD2 Intake Form
M
SD
M
SD
t-value
-5.16**
Attitude
3.06
1.13
4.15
0.93
GE Intake Forms
GD Intake Forms
n = 46
Combined
Combined
M
SD
M
SD
t-value
2.96
1.00
4.12
0.72
-6.67**
Attitude
Comparing Gender Essentialism and Gender Diversity Stimuli
Combined
n = 105
GE Stimuli
GD Stimuli
M
SD
M
SD
t-value
3.38
1.04
3.89
0.88
-5.38**
a
One participant is missing data for the attitude question
b
Two participants are missing data for the attitude question
**p < .01; significant
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Table 7
Study 1 Paired Samples T-Tests Comparing Attitudes toward Stimuli with Pronatalism Cues and
Reproductive/Sexual Autonomy Cues
Comparing Pronatalism and Reproductive/Sexual Autonomy Posters
n = 46
PRO1 Poster
SRA1 Poster
M
SD
M
SD
t-value
Attitude
3.91
0.92
4.02
0.80
-0.84
n = 48
PRO2 Poster
SRA2 Poster
M
SD
M
SD
t-value
Attitude
3.81
1.02
3.81
0.87
0.00
n = 46
PRO Posters Combined
SRA Posters Combined
M
SD
M
SD
t-value
Attitude
3.90
0.80
3.92
0.73
-0.18
Comparing Pronatalism and Reproductive/sexual autonomy Intake
Forms
n = 53
PRO1 Intake Form
SRA1 Intake Form
M
SD
M
SD
t-value
Attitude
3.43
1.20
3.87
1.02
-2.34*
b
n = 52
PRO2 Intake Form
SRA2 Intake Form
M
SD
M
SD
t-value
Attitude
3.44
1.11
4.17
0.74
-4.69**
n = 52
PRO Intake Forms
SRA Intake Forms
Combined
Combined
M
SD
M
SD
t-value
Attitude
3.44
1.02
4.04
0.79
-4.26**
Comparing Pronatalism and Reproductive/Sexual Autonomy Stimuli
Combined
n = 98
PRO Stimuli
SRA Stimuli
M
SD
M
SD
t-value
3.66
0.95
3.98
0.76
-3.33**
a
One participant is missing data for the attitude question
b
Two participants are missing data for the attitude question
b

*p < .05; significant
**p < .01; significant
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Table 8
Study 1 Moderator Descriptive Information
Variable
Identity Centrality
(n = 209)a
Gender Presentation
(n = 211)a
Pregnancy Attitudes
(n = 211)a
Parenting Attitudes
(n = 212)a
Desire to become
pregnant and have
child at some point
(n = 132; only asked
if reported never
having been
pregnant)
Desire to become a
parent at some point
(n = 127; only asked
if reported not being
a parent)
a

Scale Range
1 (low) - 6 (high)

M
3.98

SD
0.98

# items
5

Reliability
0.69

Skewness
-0.19

1 (very feminine) –
7 (very masculine)
1 (negative attitudes) –
7 (positive attitudes)
1 (negative attitudes) –
7 (positive attitudes)
1 (no desire) –
7 (strong desire)

3.10

1.13

2

0.75

0.30

3.76

2.28

1

N/A

0.19

4.90

2.07

1

N/A

-0.51

3.58

2.49

1

N/A

0.35

1 (no desire) –
7 (strong desire)

3.91

2.37

1

N/A

0.10

Sample sizes vary slightly due to missing data
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Table 9
Studies 2 and 3 Participant Characteristics (N = 529)

Characteristic
Demographics
Age (18-45)
Political ideology (1 Very
Liberal - 6 Very
Conservative) (n = 526)*
Religiosity (1 Not at All
Religious - 5 Extremely
Religious)
Race/Ethnicity (n = 521)a

Study 2 (n = 265)
M or N SD or %
M
SD
28.74
6.77

Study 3 (n = 264)
M or N SD or %
M
SD
28.60
7.66

Total
M or N SD or %
M
SD
28.67
7.22

2.62

1.21

2.68

1.26

2.65

1.24

1.91

1.04

1.90

0.93

1.91

0.99

N

%

N

%

N

%

60

22.64

55

20.83

115

21.74

2

0.75

2

0.76

4

0.76

4
46
1

1.51
17.36
0.38

3
42
2

1.14
15.91
0.76

7
88
3

1.32
16.64
0.57

0

0.00

1

0.38

1

0.19

3
1
108
6

1.13
0.38
40.75
2.26

2
1
118
1

0.76
0.38
44.70
0.38

5
2
226
7

0.95
0.38
42.72
1.32

31

11.70

32

12.12

63

11.91

N
180
43
13
2
1
2
24

%
67.92
16.23
4.91
0.75
0.38
0.75
9.06

N
164
44
23
5
2
4
22

%
62.12
16.67
8.71
1.89
0.76
1.52
8.33

N
344
87
36
7
3
6
46

%
65.03
16.45
6.81
1.32
0.57
1.13
8.70

Relationship Status

N

%

N

%

N

%

Single
casually dating
I have a monogamous
sexual/romantic partner
I have more than one
sexual/romantic partner

90
13

33.96
4.91

87
22

32.95
8.33

177
35

33.46
6.62

68

25.66

59

22.35

127

24.01

9

3.40

6

2.27

15

2.84

African American/Black
American Indian and
Alaska Native
East Asian
Hispanic/Latinx
Middle Eastern
Native Hawaiian or Other
Pacific Islander
South Asian
Southeast Asian
White
Other
Multiracial/multiple
categories selected
Sexual Orientation
Bisexual
Lesbian
Pansexual
Queer
Gay
Asexual
Multiple categories selected
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I am married or in a
domestic partnership
multiple categories selected
Relationship Approach (n
= 528)a
I prefer not to engage in
serious partnerships
I am monogamous in my
approach to relationships
I am non-monogamous in
my approach to
relationships
Education
High school diploma or less
Associate's Degree, some
college, or currently
enrolled in college
Bachelor's degree or
graduate degree
Do you have health
insurance? (n = 527)a
Yes
No
Religion (n = 526)a
Agnostic
Athiest
Buddhist
Christian – Catholic
Christian – Protestant
Christian – Other
Jewish
Muslim
Other
Type of Area (n = 528)a
Rural
Suburban
Urban

70

26.42

68

25.76

138

26.09

15

5.66

22

8.33

37

6.99

N

%

N

%

N

%

33

12.45

38

14.39

71

13.42

182

68.68

184

69.70

366

69.19

49

18.49

42

15.91

91

17.20

N
97

%
36.60

N
105

%
39.77

N
202

%
38.19

107

40.38

106

40.15

213

40.26

61

23.02

53

20.08

114

21.55

N

%

N

%

N

%

220
44
N
46
35
8
40
13
58
1
5
57
N
58
131
75

83.02
16.60
%
17.36
13.21
3.02
15.09
4.91
21.89
0.38
1.89
21.51
%
21.89
49.43
28.30

214
49
N
55
35
4
45
16
55
5
5
43
N
55
132
77

81.06
18.56
%
20.83
13.26
1.52
17.05
6.06
20.83
1.89
1.89
16.29
%
20.83
50.00
29.17

434
93
N
101
70
12
85
29
113
6
10
100
N
113
263
152

82.04
17.58
%
19.09
13.23
2.27
16.07
5.48
21.36
1.13
1.89
18.90
%
21.36
49.72
28.73

Income (n = 528)*

N

%

N

%

N

%

Less than $10,000
$10,000 - $29,999
$30,000 - $59,999
$60,000 and above
Pregnancy and Parenting

56
85
78
45

21.13
32.08
29.43
16.98

61
86
67
50

23.11
32.58
25.38
18.94

117
171
145
95

22.12
32.33
27.41
17.96

Pregnant ever

N

%

N

%

N

%
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Yes
No
Pregnancy to term and
given birth (either by Csection or vaginal birth)
(n = 238; only asked if
pregnant ever)
Yes
No
Consider yourself to be
parent (n = 528)a
Yes
No
Currently have children
Yes
No
Attitudes about having
children (n = 319; only
asked if currently childfree)
I do not want any children
I do not want children, but I
would consider it if a
partner wanted children or
already had children
I do not have a strong
preference for having or not
having children
I want to have children by
becoming pregnant and
giving birth (by vaginal
birth or C-section)
I want to have children by a
means other than becoming
pregnant and giving birth
(e.g., adoption, partner
pregnancy, step-parenting,
foster parenting, etc.)
I want to have children and
I do not have a strong
preference for giving birth
or not
I wanted to have children,
but I do not think I will be
able to have children
(please specify reason)
Attitudes about having
children (n = 210; only

123
142

46.42
53.58

115
149

43.56
56.44

238
291

44.99
55.01

N

%

N

%

N

%

99
24

37.36
9.06

94
21

35.61
7.95

193
45

36.48
8.51

N

%

N

%

N

%

130
134
N
106
159

49.06
50.57
%
40.00
60.00

125
139
N
104
160

47.35
52.65
%
39.39
60.61

255
273
N
210
319

48.20
51.61
%
39.70
60.30

N

%

N

%

N

%

32

12.08

34

12.88

66

12.48

21

7.92

15

5.68

36

6.81

13

4.91

10

3.79

23

4.35

30

11.32

46

17.42

76

14.37

24

9.06

25

9.47

49

9.26

24

9.06

18

6.82

42

7.94

15

5.66

12

4.55

27

5.10

N

%

N

%

N

%
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asked if currently have
children)
I have as many children as I
want
I have as many children as I
want, but I would consider
having or parenting more
children if a partner had or
wanted children
I have as many children as I
want and I do not have a
strong preference for
having or not having more
children
I want to have more
children by becoming
pregnant and giving birth
I want to have children by a
means other than becoming
pregnant and giving birth
(e.g., adoption, partner
pregnancy, step-parenting,
foster parenting, etc.)
I want to have more
children and I do not have a
strong preference for giving
birth or not
I wanted to have more
children, but I do not think
I will be able to have
children (please specify
reason)
I have more children than I
want
a

36

13.58

29

10.98

65

12.29

19

7.17

29

10.98

48

9.07

12

4.53

13

4.92

25

4.73

18

6.79

15

5.68

33

6.24

5

1.89

6

2.27

11

2.08

4

1.51

2

0.76

6

1.13

8

3.02

7

2.65

15

2.84

4

1.51

3

1.14

7

1.32

Sample sizes vary slightly due to missing data.
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Table 10.
Studies 2 and 3 Scale Full Sample Descriptive Information

a

Variable
Positive Affect
(n = 525)a

Scale Range
1 (not at all) - 5
(extremely)

M
2.63

SD
0.89

# items
10

Negative Affect
(n = 524)a

1 (not at all) - 5
(extremely)

1.60

0.74

10

0.92

1.59

Anxiety (n = 526)a

1 (not at all nervous) –
5 (extremely nervous)

2.06

1.18

1

N/A

.88

Trust
(n = 526)a

1 (low trust) - 7 (high
trust)

5.15

1.28

8

0.91

-0.51

Sense of Belonging
(n = 520)a

1 (low belonging)
- 10 (high belonging)

7.05

2.16

3

0.7

-0.44

Trust and Belonging (n
= 517)a

Z-scores from -2.28 to
1.12 (higher scores
indicate higher trust
and belonging)

.01

.75

11

.93

-.57

Health Care
Engagement Intentions
(n = 528)a

1 (low health care
engagement intentions)
- 7 (high health care
engagement intentions)

5.16

1.37

6

0.89

-0.50

Identity Centrality
(n = 528)a

1 (low) - 6 (high)

3.92

1.04

5

0.74

-0.29

Gender Presentation
(n = 529)

1 (very feminine)
- 7 (very masculine)

3.05

1.28

2

0.78

0.33

Pregnancy Attitudes
(n = 528)a

1 (negative attitudes)
- 7 (positive attitudes)

4.13

2.30

1

N/A

-0.10

Parenting Attitudes
(n = 529)

1 (negative attitudes)
- 7 (positive attitudes)

5.21

2.08

1

N/A

-0.84

Desire to become
pregnant and have child
at some point
(n = 274; only asked if
reported never having
been pregnant)
Desire to become a
parent at some point
(n = 273; only asked if
reported not being a
parent)

1 (no desire)
- 7 (strong desire)

3.84

2.53

1

N/A

0.14

4.13

2.48

1

N/A

-0.08

1 (no desire)
- 7 (strong desire)

Sample sizes vary slightly due to missing data

Reliability Skewness
0.89
0.30
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Table 11

Study 2 Independent Samples T-Tests of Main Effects Hypotheses

Variable

Gender Essentialism
M
SD
2.61
0.93
1.61
0.71
2.06
1.18
-0.11
0.72
4.98
1.40

Positive Affect (n = 259)
Negative Affect (n = 259)
Anxiety (n = 260)
Trust and Belonging (n = 255)
Health Care Engagement
Intentions (n = 262)
a
Sample sizes vary slightly due to missing data
***p < .001; significant

Gender Diversity
M
SD
2.75
0.87
1.49
0.73
1.86
1.13
0.33
0.69
5.62
1.29

t-value
-1.22
1.25
1.42
-5.01***
-3.81***
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Table 12
Study 3 Independent Samples T-Tests of Main Effects Hypotheses
Pronatalism
M
2.60
1.71
2.31
-0.25
4.80

SD
0.96
0.79
1.24
0.81
1.41

Positive Affect (n = 263)
Negative Affect (n = 262)
Anxiety (n = 263)
Trust and Belonging (n = 260)
Health Care Engagement
Intentions (n = 262)
a
Sample sizes vary slightly due to missing data
+
p < .10; marginally significant
*p < .05; significant
***p < .001; significant

Reproductive/Sexual
Autonomy
M
SD
2.56
0.80
1.56
0.71
1.98
1.14
0.09
0.66
5.28
1.24

t-value
0.43
1.65+
2.23*
-3.67***
-2.94***
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Table 13
Study 2 Moderated Mediation Analyses (Moderator: Identity Centrality)
N=
253

Dependent
Variable

Step
1a

M1: Anxiety

Step
1b

M2: Trust and
Belonging

Step 2

Y: Health Care
Engagement
Intentions

Conditional Indirect
Effect
(Mediator = Anxiety)

Independent Variable
X: Condition
(Gender Essentialism
(0) Gender
Diversity(1))
W: Identity Centrality
XxW
X: Condition
(Gender Essentialism
(0) Gender
Diversity(1))
W: Identity Centrality
XxW
X: Condition
(Gender Essentialism
(0) Gender
Diversity(1))
M1: Anxiety
M2: Trust and
Belonging
Identity Centrality
Mean -1SD
Mean
Mean +1SD

Moderated mediation
Conditional Indirect
Effect
(Mediator = Trust and
Belonging)

Identity Centrality
Mean -1SD
Mean
Mean +1SD

Moderated Mediation

β

SE

T

p

R2

F(p)

-0.14
-0.12
0.13

0.15
0.10
0.14

-1.00
-1.20
0.90

0.33
0.22
0.36

0.00

0.88
(.45)

0.10

13.54
(<
.001)

0.70

235.60
(<
.001)

0.44
0.01
0.19

0.09
0.06
0.08

-0.11
0.04

0.09
0.04

1.63
Indirect
effect
-0.01
-0.01
-0.00
Index of
moderated
mediation
0.01
Indirect
effect

0.06
Boot
SE
0.01
0.01
0.01

0.4
0.72
1.04
Index of
moderated
mediation
0.31

Boot
SE
0.01
Boot
SE
0.2
0.14
0.21
Boot
SE
0.14

5.10
0.20
2.30

<.001
0.82
<.05

-1.20
1.00

0.24
0.32

25
<.001
Boot 95% CI
LL
-0.04
-0.03
-0.03
Boot 95% CI
LL

Boot 95% CI
UL
0.02
0.01
0.02
Boot 95% CI
UL

-0.01
Boot 95% CI
LL

0.03
Boot 95% CI
UL

0.01
0.44
0.64
Boot 95% CI
LL
0.04

0.78
1.00
1.46
Boot 95% CI
UL
0.59
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Table 14
Study 2 Moderated Mediation Analyses (Moderator: Gender Presentation)
N = 253

Dependent
Variable

Step 1a

M1: Anxiety

Step 1b

Step 2

M2: Trust and
Belonging

Y: Health Care
Engagement
Intentions

Conditional Indirect
Effect
(Mediator = Anxiety)

Independent
Variable
X: Condition
(Gender Essentialism
(0) Gender
Diversity(1))
W: Gender
Presentation
XxW
X: Condition
(Gender Essentialism
(0) Gender
Diversity(1))
W: Gender
Presentation
XxW
X: Condition
(Gender Essentialism
(0) Gender
Diversity(1))
M1: Anxiety
M2: Trust and
Belonging
Gender Presentation
Mean -1SD
Mean
Mean +1SD

Moderated mediation
Conditional Indirect
Effect
(Mediator = Trust and
Belonging)

Gender Presentation
Mean -1SD
Mean
Mean +1SD

Moderated Mediation

β

SE

T

p

R2

F(p)

-0.14

0.14

-0.94

0.35

0.02

1.39
(.25)

-0.13
0.09

0.07
0.11

-1.67
0.77

0.09
0.44

0.46

0.09

5.27

< .001

0.11

10.49 (<
.001)

-0.05
0.12

0.05
0.07

-1.16
1.79

0.24
0.07

-0.11
0.04

0.09
0.04

-1.18
0.99

0.24
0.32

0.74

235.60
(< .001)

1.63
Indirect
effect
-0.01
-0.01
-0.00
Index of
moderated
mediation
0.00
Indirect
effect

0.06
Boot
SE
0.01
0.01
0.01

0.50
0.76
1.02
Index of
moderated
mediation
0.20

Boot
SE
0.01
Boot
SE
0.19
0.14
0.19
Boot
SE
0.10

25.22
< .001
Boot 95% CI
LL
-0.04
-0.03
-0.03
Boot 95% CI
LL

Boot 95% CI
UL
0.01
0.01
0.02
Boot 95% CI
UL

-0.01
Boot 95% CI
LL

0.02
Boot 95% CI
UL

0.12
0.49
0.65
Boot 95% CI
LL
0.01

0.87
1.04
1.42
Boot 95% CI
UL
0.41
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Table 15
Study 3 Moderated Mediation Analyses (Moderator: Identity Centrality)
N = 260

Dependent
Variable

Step 1a

M1: Anxiety

Step 1b

M2: Trust and
Belonging

zStep 2

Y: Health Care
Engagement
Intentions

Conditional Indirect Effect
(Mediator = Anxiety)

Independent Variable
X: Condition
(Pronatalism (0)
Reproductive/Sexual
Autonomy(1))
W: Identity Centrality
XxW
X: Condition
(Pronatalism (0)
Reproductive/Sexual
Autonomy(1))
W: Identity Centrality
XxW
X: Condition
(Pronatalism (0)
Reproductive/Sexual
Autonomy(1))
M1: Anxiety
M2: Trust and
Belonging
Identity Centrality
Mean -1SD
Mean
Mean +1SD

Moderated mediation
Conditional Indirect Effect
(Mediator = Trust and
Belonging)

Identity Centrality
Mean -1SD
Mean
Mean +1SD

Moderated Mediation

β

SE

t

p

R2

F(p)

-0.33
-0.7
0.28

0.15
0.36
0.14

-2.25
-1.95
2.02

< .05
0.05
< .05

0.03

3.07
(<.05)

0.33
0.13
-0.06

0.09
0.22
0.09

2.59
0.59
-0.66

<.001
0.56
0.51

0.05

4.50
(<.01)

0.77

238.49
(<.001
)

-0.03
0.02

0.09
0.04

-0.32
0.56

1.55
Indirect
effect
-0.01
-0.01
-0.00
Index of
moderated
mediation
0.01
Indirect
effect

0.06
Boot
SE
0.03
0.01
0.01

25.46 <.001
Boot 95% CI
LL
-0.07
-0.04
-0.03
Boot 95% CI
LL

Boot 95% CI
UL
0.04
0.02
0.02
Boot 95% CI
UL

-0.02
Boot 95% CI
LL

0.03
Boot 95% CI
UL

0.22
0.14
0.21

0.16
0.22
0.02

1.04
0.79
0.84

Boot
SE
0.15

Boot 95% CI
LL
-0.38

Boot 95% CI
UL
0.22

0.61
0.51
0.42
Index of
moderated
mediation
-0.09

Boot
SE
0.01
Boot
SE

0.75
0.57
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Table 16
Study 3 Moderated Mediation Analyses (Moderator: Parenthood Attitudes)
N=
260

Dependent
Variable

Step
1a

M1: Anxiety

Step
1b

M2: Trust and
Belonging

Step 2

Y: Health Care
Engagement
Intentions

Independent Variable
X: Condition (Pronatalism
(0) Reproductive/Sexual
Autonomy(1))
W: Parenthood Attitudes
XxW
X: Condition (Pronatalism
(0) Reproductive/Sexual
Autonomy(1))
W: Parenthood Attitudes
XxW
X: Condition (Pronatalism
(0) Reproductive/Sexual
Autonomy(1))
M1: Anxiety
M2: Trust and Belonging

Conditional Indirect
Effect
(Mediator = Anxiety)

Parenthood Attitudes
Mean -1SD
Mean
Mean +1SD

Moderated mediation
Conditional Indirect
Effect
(Mediator = Trust and
Belonging)

Parenthood Attitudes
Mean -1SD
Mean
Mean +1SD

Moderated Mediation

β

SE

t

p

R2

F(p)

-0.29
-0.17
0.02

0.15
0.18
0.07

-2.02
-0.97
0.32

< .05
0.33
0.74

0.06

5.41 (
< .05)

0.14

14.44
(<
.001)

0.74

240.1
5
(<.00
1)

0.3
0.36
-0.11

-0.03
0.02
1.55
Indirect
effect
-0.01
-0.01
-0.01
Index of
moderated
mediation
0.00
Indirect
effect
0.80
0.47
0.18
Index of
moderated
mediation
-0.16

0.09
0.11
0.04

0.09
0.04
0.00
6
Boot
SE
0.02
0.01
0.01
Boot
SE
0.00
Boot
SE
0.20
0.14
0.18
Boot
SE
0.07

3.48
3.31
-2.41

-0.31
0.57

< .001
<.01
< .05

0.75
0.57

25.54 < .001
Boot 95% CI
LL
-0.05
-0.03
-0.04
Boot 95% CI
LL

Boot 95%
CI UL
0.02
0.02
0.02
Boot 95%
CI UL

-0.01
Boot 95% CI
LL

0.01
Boot 95%
CI UL

0.42
0.21
-0.17
Boot 95% CI
LL
-0.30

1.19
0.74
0.53
Boot 95%
CI UL
-0.03
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Moderators:
Identity Centrality
Cue-related factors

Identity Threat/Safety
Affective:
Anxiety

Environmental Cues
in Health Care

Health Care Engagement
Cognitive:
Trust
Sense of Belonging
Expectations of Bias

Figure 1. Theoretical Model of the Effects of Environmental Cues in Health Environments
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Moderators:
Identity Centrality
Gender Presentation

Identity Threat/Safety
Affective:
Anxiety

Gender Essentialism
v Gender Diversity
Cognitive:
Trust
Sense of Belonging
Expectations of Bias

Figure 2. Study 2 Model

Health Care
Engagement and
Preventative
Screening
Intentions
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Moderators:
Identity Centrality
Parenting Goals

Identity Threat/Safety
Affective:
Anxiety

Pronatalism v
Reproductive/
Sexual Autonomy
Cognitive:
Trust
Sense of Belonging
Expectations of Bias

Figure 3. Study 3 Model

Health Care
Engagement and
Preventative
Screening
Intentions
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Moderation by Parenthood Attitudes

Mean Stimuli Attitudes

5
4.12
4

3.80

Pronatalism

3.94

1

Reproductive/
Sexual Autonomy

3
3.09

2

2
1
Negative Parenthood
Attitudes

Positive Parenthood
Attitudes

Figure 4. Study 1 Moderation Analyses: Parenthood Attitudes Moderates the Relationship
between Reproduction-Focused Stimuli Cue Type and Attitudes
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Identity Centrality
Anxiety
0.13
-0.14
-.11

Gender Essentialism (0)
v Gender Diversity (1)
.19*

0.04

0.44**
*

1.63***

Trust and Belonging
Identity Centrality

N = 253
+
p < .10; marginally significant
*p < .05; significant
** p < .01; significant
***p < .001; significant
Figure 5. Study 2 Model with Identity Centrality as the Moderator

Health Care
Engagement
and
Preventative
Screening
Intentions
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Gender Presentation
Anxiety
0.09
0.04

-0.14
-0.11

Gender Essentialism (0) v
Gender Diversity (1)
0.46***

1.63***

0.12+

Trust and Belonging
Gender Presentation

N = 253
+
p < .10; marginally significant
*p < .05; significant
** p < .01; significant
***p < .001; significant
Figure 6. Study 2 Model with Gender Presentation as the Moderator

Health Care
Engagement
and
Preventative
Screening
Intentions
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Identity Centrality
Anxiety

0.28*

0.02

-0.33*

Pronatalism (0) v
Reproductive/Sexual
Autonomy (1)

-0.03

1.55**
*

0.33***
-0.06

Trust and Belonging

Identity Centrality

N = 260
+
p < .10; marginally significant
*p < .05; significant
** p < .01; significant
***p < .001; significant
Figure 7. Study 3 Model with Identity Centrality as the Moderator

Health Care
Engagement
and
Preventative
Screening
Intentions
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Parenthood Attitudes
Anxiety

0.02
-0.29

0.02
-0.03

Pronatalism (0) v
Reproductive/Sexual
Autonomy (1)
0.30***
-0.11*

1.55**

Trust and Belonging

Parenthood Attitudes

N = 260
+
p < .10; marginally significant
*p < .05; significant
** p < .01; significant
***p < .001; significant
Figure 8. Study 3 Model with Parenthood Attitudes as the Moderator

Health Care
Engagement
and
Preventative
Screening
Intentions
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Appendix A. Study 1 Stimuli
Gender Essentialism Poster 1

Gender Essentialism Poster 2

108
Gender Diversity Poster 1

Gender Diversity Poster 2

109
Pronatalism Poster 1

Pronatalism Poster 2

110
Reproductive/Sexual Autonomy Poster 1

Reproductive/Sexual Autonomy Poster 2

111
Gender Essentialism Intake Form 1

Gender Essentialism Intake Form 2

112
Gender Diversity Intake Form 1

Gender Diversity Intake Form 2

113
Pronatalism Intake Form 1

114
Pronatalism Intake Form 2

115
Reproductive/Sexual Autonomy Intake Form 1

116
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